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TO: Each S u p e ~ s o r  

FROM: Bruce A. Chemof, M.D. 
Director and Chief Medi 

SUBJECT: ATTACHED CMS PLAN OF CORRECTION 
DOCUMENTSFOR MLK, JR.HARBOR 

Attached is one of two CMS Form 2567 Plan of Correction documents 
submitted today by MLK, Jr-Harbor Hospital as required to address the 
findings of the CMS survey of June 7, 2007 that were originally related 
to the neurosurgery transfer delay case. This Plan addresses the 
Medicare Conditions of Participation issues identified by CMS in this 
survey. 

We have enclosed the entire Plan of Correction but not the related 
attachments, which are the policies, procedures and other documents 
related to the description included in the Plan. 

In addition to this PDF version being forwarded to you tonight, we will 
also forward a hard copy version to your office tomorrow morning. 

There will be a second CMS Form 2567 Plan of Correction that is 
being submitted today that will be sent in a PDF format late this 
evening to you that will be addressing the EMTALA violations identified 
on the same June 7,200.7 survey. 

To avoid disrupting your computer system, we are sending this 
document in three parts. 

If you have any questions regarding either of these documents, please 
coniact John Cochran at  213 240 7926 or jcochran@ladhs.orq. 

Attachment 

c: David E. Janssen 
John R. Cochran, Ill 
Sharon F. Grigsby 
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VIA FACSIMILE and UNITED STATES MAIL . 
Steven D. Chickering 
Westem Consortium Survey and Certifcation Ofiicer 
Division o i  Survey and Certification 
Centers for ~edi&re and Medicaid SeMces 
90 7m Street, Suite 5300(SW) 
San Francisco, CA 941036707 

RE: Complete Survey Findings for Martin Luther King Jr.- 
Harbor Hospital, CCN: 050578 

Dear Mr. Chickering: 

Enclosed for your consideration are the Plans of Correction prepared by 
Martin Luther King Jr.-Harbor Hospital ("MLK-HarboP), Provider No. 05-0578, in 
response to the Centers for Medicare and Medicaid SeMces' CCMS7 June 25,2007. 
transmittal of the complete findings of its June 7,2007 survey.. One Plan of 
Correction relates to the live conditions of participation with which MLK-Harbor was 
found out o i  c3mpliance. and the other relates to findinas under EMTAIA. Also 
enclosed are a series ofattachments containing documents which substantiate the 
various corrective actions discussed in the Plans of Correction. It is our belief that 
these Plans of Correction, when considered in conjunction with the supporting 
attachments. contain credible evidence that the circumstances which led CMS to 
conclude that MLK-Harbor was out of compliance with the terms of its Medicare 
Provider Agreement have been remedied. Indeed, we note that CMS itself validated 
that maw of the corrective actions have been taken. and that such corrections were 
sufiicienito remove any immediate jeopardy to the health and safety of MLK-Harbor's 
patients. 

As described in more detail in the attached documents, the corrective actions 
taken were varied, ranging from training categories of employees in matters such as 
pain management andd&umentation,to reshcturing the triage process to increase 
the speed with vrhich patients received a medical screening exam. Importantly. 
physician assistants were removed comnletelv from patient care roles in the 
Emergency Department, including urgeit care areas; and a process for collecting 
and trending data on waiting times, including those experienced by psychiatric 
patients, in the Emergency Department has been initiated. 

Although generally correct, the survey findings were inaccurate on a few points and 
accordingly, corrective actions were not creaied mr certain findings. More 
partiwlarl~, findina 5 under Taa A028. and the identical findina 4 under Taa A156. 
and unde;jag ~1%7, and a reked finding under Tag'A455, page 53 are dctually 
incorrect In those findings, the surveyors stated that the hospital failed to take 
corrective actions affer learning of problems transferring Patients0 who ~ q u i R d  
neurosurgery, because a plan had not yet been implemented. However, by June 7, 
2007, the hospital had fully developed and implemented a plan for assuring that 
these patienti would be p~omptiy &ansferred to either LAC~USC Medical center or 
Harbor-UCLA Medical Center on a rotating basis. This plan includes a mechanism to 
identify and mitigate issues identified with any pending transfers. Evidence reflecting 
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this can be provided to you on request Thus, the hospital did satisfy its duty to assuw that other 
patients did not experience the same transfer problems as did patient %0? 

Addiionally, we did not provide a response to the findings related to patientX23 under Tag 
A455 for the reasons discussed in my letter dated June 18,2007. We believe that the care to this 
patient was proper. 

Finally, we note that the surveyors expressed concerns over staffing in the Emergency 
Deoarlment in IiaM of sometimes extended waiha times. Althouah a corrective action was 
de;eloped to ad;fress this concern, we want you be aware that-factors other than staffing 
contribute to waiting times. These include spikes in normal workload, physical space limitations in 
emergency department treatment areas which have been exacerbated by the reduced number of 
inoatient beds on site. and the workload of ancillarv demrtments. While these factors are manaued 
a id mitigated to the &tent possible, some waiting'is ai unavoidable part of the process of obtaining 
medical care. 

Based on these corrective actions, detailed in the attached materials. MLK-Harbor believes 
that it has taken sufficient steps to assure hat  the deficiencies cited as support for CMS' termination 
decision will not recccur, and-that, following the resurvey which is planned for sometime within the 
next month, the decision to terminate MLK-Harbor's participation in Medicare may be withdravm. 

If you have any questions about the forgoing, please do not hesitate to conkct me. 

Very truly yours, 

Antionette Smith Epps 
Hospital Adminimtor 

Cc Jacqueline Lincer 

1. We note that although the survey hd ings  suggest that the surveyors believed that 
di icul t ies were incuned in transferring another patient, Patient $36, who required 
neurosurgery related to the repair o f  a malfimctioning shunt, this is not the case. Although a 
transfer was originally recommended for this patient, further testing revealed that that the 
shunt was not defective and that the patient's condition stemmed fioa other causes. 
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A OOC INFIAL COMMENTS 

The following reflects the findings of the 
Department of Heath Services during a complaint 
survey conducted concurrently with the EMTALA 
survey of 6/7/07. 

Representing the Department were Jo Ann Dalby 
RN, HFES, Barbara Mellor, RN, HFEN and 
Sanford Weinstein, MD, Medical Consultant . 

,The original document prepared for the 
investiaation +iM80Z11. identified a oatient 
sample size of 60. ~ i ~ i l t  addiional patients were 
reviewed for this sample size of 68. 

The original document cited Patients A, B, C, D, 
E,F,G,H,I,J,K,L,M,N,O,PuldQ.These 
patients are cited in this document 2s using the 
following identifiers respectively: Patient #50, $69 
%6, S 6 ,  %, #6, 
$7, $66, #67, #68, $63, #64,$65, 42, #23, and 
+3. 

Addiional patients affected by the hospital's 
non-compliulce with EMTALA requirements werE 
Patient a, !2, ,%, and $3. Additional patients 
affected by the hcspital's non-compliance with 
Conditions of Puticipation, for this document 
include Patient 6 9,+49, and $62. 

I At approximately 1530 hours on 6/7/07, hospital 
administration was notiiied of an immediate threat 
to the health and safety of all patients presenting 
for treatment at the Emergency Department The 

I hospit81 failed to: 

I 1. Follow their policies and procedures (P&P), I 
by-laws, rules and regulations developed to 
ensure med id  screening examinations were 

The hcspi'sl filed a response and mective 
axion plvl in connection '4th the findings d 
immediate threat lo patient health and safety 
on June 18.2007. -, 
~ ~ ~ l i f i e d  its :ermlnaUon date based n the 
Crrections described in the1 dceument on 
June 26,2007. 

lny de f iknq  &ern& ending v4lh w astetisk (7 d m t s  a defclenqrhich the kntistitution may be excused from correcting pmviding it is determhed that 
ither safenrardr o d d e  suffdent umteehn to the mtients. iSeeinstructicns.\ ExEeut for n u s h  homos. the f dmcs  statedabove aredii!osahle 90 days -~~ ~ - 7  ~ 

clhiing h e  dale of survey vhahei orno: a p i  0 f i 3 ~ o t j  is prwided. Foi nursin'g homes, 6 above imdings a d  p a s  of conxUw1 are disdE&le i 4  
lzyS follov/ing the date these docunents ve made available to the fac!lii. If defnlencles am c%ed, an approved plan of caecUcn is mquis'ie to antinusd 
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Continued From page 1 
conducted by appropriately qualified individuals. 

2. Ensure on - call physicians saw patients when 
specially consultation was required. 

3. Ensure pain management was provided in a 
timely manner 

4. Provided stabiiidng treatment for emergency 
medical conditions. 

5. Ensure timdy transfer of individuals who 
required services not available at the hospital. 
48212 GOVERNING BODY 

The hospital must have an effective governing . 
body legally responsible for the conduct of the 
hospital as an institution. If a hospital does not 
have an organized governing body, the persons 
legally responsible for the conduct ot the hospital 
must carry out the functions specified in this part 
that pertain to the governing body. 

This CONDlTiON Is not met as  evidenced by: 
Based on inte~ews, a review of committee 
minutes, a resew of 68 closed medical reco@s 
and a review of hospital policies and procedures, 
the governing body failed to be legally 
responsible for the conduct of the hospital as  a 
whole. 

Findings: 

1. The governing body failed to ensure that the 
medic2 staff, providing direct patient care, was 
accountable to the oovemina bodv for the a u d i  

I SE3W ADDRESS. CTPI. STATE. ZIP CODE 
12021 S WlUmNGTON A M  

I LOS ANGELES, CA 90059 

PROVIDERS PLAN OFCORRECTION 

TAG CROSSREFERENCED TO THE AFPROPRIATE 
omamcn 

A OOC 

A OO€ 
I Findina 3: 
The ~ & m i n g  Bcdy issued a direstive to the med 
staff a d  the Chlef Medical Ofiicer to assure that I ----  

I known systemic patient caFe Issues are brought to 
attention and placed a member M key committees 
=sure that the medical staff is acmuntable to the 
Governing Body for Ule quality and eppropriaten- 
care being provided to patients in the ED. 

~~- ~ - - ~ ~ ~  

and appropriatene& of carecarebeing provided to - 
If wntinuation sheet Page 2 of 70 
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Continued From page2 
patients in the ED. See A0012 

STATBEN~OF OERCIENC~ 
AN0 PLAN OF m m E m N  

2. The goveming body failed to ensure that the 
medical staff imolemented the oatient care 
policies and pr&?dures for the'provkion of 
treatment of three psychiMc patients presenting 

NRME OF mOVlDEil OR SUPPUEFI ~ G T  ADDRESS. cm, STA- m moE 

(XI) PROV~O~~~UP~UEWCUA 
DBVTmCATION N W E %  

050578 

to the emergency department ior the evaluationi 
an emergency medical condition. See A0021. 

3. The governing body failed to ensure that 

WI MUITIPLE w m u c n o ~  
A WILDING 

B. WING 

emergency department services performed 
under a contract were orovided in a safe and 

W DATE S U R W  
C0MPLm-a 

06/07/2007 

effective manner. The governing body failed to 
ensure that medical screening examinations 
being performed in the Ernergecny Department 
were beina done bv aualifed oractitionen. See 

4. The goveming body failed to ensure that the 
quality program focused on problem prone, high 
risk areas of the hospital. Cross reference 
A0143. 

5. The goveming body failed to ensure that the 
quality assurance, performance improvement 
program correctly identiiied and set priorities to 
focus on hiah-risk. oroblem Drone areas in the 
hospital. ~7oss refirence ~0152. 

6. The goveming body failed to ensure that the 
auali i  assuranw Droaram correctlv identified an< 
k c k e d  psychiatrid e&ergency pati& being 
managed in violation of the hospital's own rules 
and regulations and medical stafi by laws. Cross 
reference A0153. 

7. The goveming body failed to ensure that a 
wrinen plan had been formalized and 
implemented to prevent recurrence of adverse 

~(~2.99) p r e v i a s ~ e ~ b m  0 h l e l e  EwnlkGCJt 

Finding 3: 
The Governing Body has taken corrective aotions 
assure that ED and other services provided under 
contrad are provided In a safe manner. lnduding 
approving a Quality Improvement Plan (Qi Plan) 
covering such seMces, and approving aotions lo 
eliminate the use of Physician Assistank in the Ei 
See Tags A0028. A0031 and A0452 fcr additional 
details. pages 7-10 belav. 

A 006 ;ir;;"&l;nhg B d y  enmuraged and approved U 
changes to the policies on Management of Psych: 
Patients to assure the proper care of patients wiff 
psythiabic problems who present to the ED. See  
response to Tag A0021 on pages 5-7 belovr for m 
detail. 

Finding 5: 
The Governing Body approved aclions to assure t 
each agenda for a clinlcal department meeting 
Includes items to review and se t  priorities for cclle 
data cn  problem pronelhlgh risk areas. See A015; 
additional detail pages 1618 below. 

. 

Finding 4: 
The Governing Body approved a new Ql Plan whit 
fc6uses on hlgh risk problem prone areas of the 
hospital including the ED. The Governing Bcdy h2 
provided through the approved QI Ran that it will 
regularly updated on lhe operation ofthe plan a m  
Ihe s t a b s  of various qualitylmpmvement d v i t i r  
SeeTag A0143 for additional details pages 1616 
below. 

indlng 7: 
he Governing Body h a  amroved actions to asst 

. 

b a t  plans to prevent the r&currence of adverse 

Finding 6: 
The Governing Body approved ccrrective actions I 
in furtherance of the quality improvement program 
track and trend data relating to the treatinent of 
psychiatric patients in the ED and to correct polldt 
and pradtices rekted to such patients. S e e  Tag A( 
for further details pages 1821 belovr. 

p t i en t  events are fcrmalied and implemented.~ 
I , ,  4 .. I : - 

F a ? J $ & l G m  -=-TzZx 

cm 
=ncN 
ME 

7/90 

7PJO7 

mi10 

m 0 7  

3 

71s107 
3 

I 

7/9/07 

'age 3 of 7 
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patient events. Cross reference A0156 

TATEMEWOF OEFICIENCIES rn j m o v i u ~ ~ ~ ~ ~ ~ u w x x m  
ND PUN OF CORRECTION IDENTIFICATION NUM3ER 

' . 050578 

I 8. The governing body failed to ensure that it had 
been notified. and had amroved the use of 
uncredentialed PA-Cs, medical 
screening examinations in the main emergency . 
room and the urgent care areas of the emergency 
department Cross reference A0167. . 

VAME OF PROVIDE3 OR SUPPLIER 

0 MULTIPLE W ~ U C T I O N  

ABURDiNG . . 

B. WINO , 

1 9. The aovernina bodv failed to ensure that the 

0 DATE SUM 
C O M P L ~  

06/07/2007 

I quality &suran& prdgram tracked high risk 
adverse events to implement a policy to prevent 
recurrence of these events. Cross reference 
A0169. 

The cumulative effects of these systemic 
problems resulted in the inability oi the govering 
bodvto ensure the deli~erV of auali i  medical . . 
care in a saie environmeni. 

A 012 482.12(a)(5) MEDICAL STAFF - 
ACCOUNTABILITY 

The governing body must ensure that the medical 
staff is accountable to the governing body for the 
quality of care provided to patients. 

This STANDARD is not met as evidenced by: 
Based on intewiews, a review of documents 
provided by the hospital and a review of the 
closed medical record for Patient :: 50, the 
m e d i a  staff failed to be amuntahle to the 
governing body for the quaiity of care provide to 
each of its patients. 

I Findings: 

I Patient #5O experienced a delay of several days 
waiting for a higher level of care transfer. This 

I LOS ANGELES. CA 90059 
L 

ID 
PRGLX 
TAG - 
A 00c 

A 01: 

PROVIDER'S PLAN OF CORR-EON 0 
(EACH CORRECTIVE ACTION SHOULD BE 

m m C E D  TO THE APPROPRIATE 
D E a a a c n  

Findina 8: 1 - -- 
The Governing Body assured that it will be nothied 
relevant patient care issues UMush the 
implementaticn of a new Qi'Plan which indudes 

Finding 9: 
The Governing Body approved a new QI Plan. A5 
of this plan. consideration must be given to 
addressing adverse events. 

I 
The Governing bady ako approved actions to assure 719/0 
that each depar2ment includes an BwAuation of 
a d m e  events in ik meetings. 

Immediate Action: 1 ~~ ~ ~ ~ ~ - . . .  
The G m i n m  Badv. mtitina thrmoh the n i r ~ m  dl 71911 

Permanent Aciion: 
The monitoring below is designed to assure that th 
corrective actions remain effective. 

Monitoring: 

mth PSA President and Medical Administration. 

Responsible Position: 
Hospital Administrator 

FORM CMS2567(m-S9) Pmvfov;Verr;bnsOSolets Eventi[ZOCJD11 F e a i  I& CA060ooMS If continuation sheet Page 4 of 
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Continued From page 4 
adverse patient event was reviewed by the 
medical director of the ED (emergency 
department) subsequent to the event~The 
medical director of the ED assessed the aualii of 
care for Patient :: 50, as 'deemed appropriate.' 
However, this event was evaluated by the risk 
manaaement committee. who noted that there 
were i o  written assessments provided 
for Patient rr' 50, no attempts at physician to 
physician contact, and an excessive wait time for 
the transfer to be completed. 

lntenriews conducted with the Medical Director of 
the hospital on 06/01/2007 and a review of an 
zidmin'htive document of 03/07/2007 and 
03/12/2007, revealed that neurosurgical back up 
s~ecialtv coveraae had been scheduled to 
terminzie on 02/%2007. However, arrangements 
had been made to extend neurosurgical coverage 
by "staff surgeons through 04/2007.'Thus, back 
up specialty neurosurgical coverage and 
intervention by stafi surgeons had been provided. 
Emergency deparbnent physicians were unaware 
that contr2ctural coveraae had been extended 
and was available. The b physician staii failed 
to notify the on call neurosurgeon ofthe presence 
of Pafient.350, who required emergent surgical 
intenrention. 

There was no written documentation that this 
finding or sequence of events had been reported 
to thegoverning body, the entitywith full legal 
res~onsibili i and werslaht for the dav to dav 

Cross reference A0455 
482.12(~)(4) CARE OF PATIENT 

A doctor of medicine or osteopathy is responsible 

h addition. the ~ o b m l n g  Body wzs made aware 
of the following actions, which are designed to 
c o ~ e c l  deficiencies and impme quality care An 
ad hoc QI committee meeting v m  held to discus! 
the cases involving patient %0. There findings 
were provided to Executive Committee on July 6, 
2007. 

The involved physicians were ccunseled by 
the ED Medical Director. 
For ED physicians, the smart chart (a 
Physician documentation record which is a 
ton! used to assure consideration of impor@ 
clinical questions) was implemented to 
improve physidan dccumentation 2nd to 
capture encounter times. 
The ED Medlcal Director Informed ED 
physidans at a department meeting and 
followed up with a vm'tten directive that they 
v w  responsible for assessing all active 
Patients and patients waiting for transfer at U 
beginning of each shift They were also 
informed of their responsibility to meet vrith 
oncoming physicians at the end of shift to 
provide appropriate information as part of the 
pass on prczess. Physicians vrero also 
reminded to dcwment ail patienrs ccnditionr 
at change of shift and to daxment that the 
patient's care v m  transferred to the 
oncaning physician by name (Attachment K) 

Permanent Actions: 
The mcnitcring below is designed to assure that 
the corrective actions remain effective. 

Prn Responsible: ED Medical Director 

A ,321 

tAonitoring: 
Ten randomly selected charts viili be reviewed 
each week to validate the documentation of 
physician involvement at the change of shift 
Deficiencies vifl be addressed by the ED Medial 
Dlredor. Results of these audits will be provided t 
the Perfmance Improvement Committee, which 
will review and ueaie corrective action as 
necessary. This data w i l l  then be reported to 
Executive Committee and to the Governing Body 

appropriate. 
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A Oli Continued From page 4 
adverse patient event was reviewed by the 
medical director of the ED (emergency 
department) subsequent to the event The 
medical director of the ED assessed the qualiiy of 
care for Patient + 50, as "deemed appropriate.' 
However, this event was evaluated by the risk 
manasement committee, who noted that the= 

W) ~ ~ U ? P U E i V C U L \  
I D ~ C A 7 l O N  NUMirr 

NAMEOFPROWOE3 Oi l  SUPPLIS 

&WING 

I were no written physic& assessments provided 
for Patient :: 50, no attempts at physicivl to 
phvsician conbct. and vl excessive w& time for 

O~ai'iZOO7 

1 itpi transfer to be-comp~eted.' 

(X2) MULTIPE UNSTiiUCTKIN 

A BURMNG 

I Interviews conducted with the Medical Director of 
the hospital on 06/01/2007 and a review of an 

(XqDATESUmSf 
cohG'LsEn 

I 2dmini&tive document oi 03/07/2007 and 
03/1!2/2007, revealed that neurosurgical b2ck up 

I s~eci& coveraae had been scheduled to 
termlnaie on 0268/2007. However, ur;mgemeilts 
had been made to extend neurosurgical coverage 
by "staff surgeons through 04/2007.' Thus, back 
up specialty neurosurgical coverage and 
intervention by staff surgeons had been provided. 
Emergency department physicians were unzware 
that contnctuml coverage hzd been extended 
and was available. The ED physician staff failed 

on call neurosGeon of the presence 
who rewired emement suraid . . I intervention. . 

There was no written documentation that this 
finding or sequence of events hzd been repotted 
to the governing body, the entitywith full legal 
responsibility and oversight for the day to day 
operation of the hospital. 

Cross referenm AW5. 
482.12(~)(4) CARE OF PATIENT 

I A doctor of medlcine or osteopathy is responsible 

S 4  UJSE57(Ct.93) P ~ E + U ~ O U ~ V C ~ S ~ ~ ~  Ok3kU Evem IRGCJD' 

-ADDRESS, W. STATE- ZIP CODE 1 12021 S WRWINmON AVE 

a, 
P L E a  

TAG 

S ANGELES. CA 90059 

Immediate Action: I 

1 Permanent Adion: 
The monitoring below is designed to assure that e 
correction action remains ef fehe. I 
Monitoring: I .  
information regarding changes in theswpe of semces 
k pmvlded to the medical staff office which will 
that a notification memo has been dkGbuted.h 
wide. 

Responsible Position: 
Chief Medical Dfficer 

immediate Adlow: - - - - - - -. 
The emergency medicine attending (ED 
physician) at MLK-H wll identify patients I 
reaarding neurcsurgical IntervonUon based p 
- . . - -. . . . . . . -. 
A protmd has been established to require at all 
patients wkh spedfic neurcsumid d i n i d  t 
~ n d i i o n s  receive timely bansfer (Akchment I). 
The ED physician cr the Patient flow Manaber 

of the patient needing transfer. 

MAC will w n k t  the Patient Flow 
r€=eiving facility regarding the need for ihe 
transfer. I 
The Patient Flow Manager at the receiving acility 
promptly contracts the nwrcsumeon on cal and 
arranges the physidan-to-physidan conta ED 
physidan at MLK-H speaks directly 'Ath 
neurcsuwon at the receiving fzdlity and p ovlde 
a brief summary c: the patient's findings. 
Any dinical suggesticns by the receiving 
nwrcsurgeon, which arc within the capabiii of 
the hcspital and the s c q e  of pradce d th ED 
phyjician. \.rill be inwrporated Into the pre- i 
transfer plan of care. I 

If continuation sheet Page 5$70 



I LOS ANGELES, CA 90059 

DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 06/zzi2M)' 
FORM APPROVEI 

CENTERS FOR MEDICARE & MEDICAID SERVICES OMS NO. 093&@39' 

N4ME O i  PROVIDG( OR SUPPLE3 

LAC/MARTlN LUTHER KING JR GEN HOSPITAL 

STATEMENTOF 03CtENCIES 
ANJPUW P i  W R X m O N  

for Patient :: 50,.n0 attempts at to 
physician contact. and an excessive w& time for 
the transfer to be completed. 

Interviews conducted with the Medical Director of 
the hospital on 06/01/2007 and a review of an 
administrative document of 03/07/2007 and 

STXEr ADDRESS. CKY, STATE, ZIP CODE 
12M1 S WILhliNGTON A M  

(XI) PilOVIOEiVSW?LEWCLlA 
lOENnilCAilON NUMB= 

050518 

A 012 

1 OW 2/2OO7, revealed that neurosurgical back up 

Continued From page 4 
adverse patient event was reviewed by the 
medical director of the ED (emergency 
department) subsequent to the event The . 
medical director of the ED assessed the quality of 
care for Patient = 50, as 'deemed appropriateie.' 
However, this event was evaluated by the risk 
management committee, who noted that there 
were no wiitien physician assessments provided 

specialty coverage had been schsduled to 
teninate on 02/28/2007. However. m a e m e n h  

0 M U L W  WNSTiUCTION 

A BUILDING 

B. WING 

had been rnsde to extend neumsu~gical &erag€ 
by 'staff surgeons through 04/2007.' Thus, back 
up specialty neurosurgical coverage and 
intervention by stafl surgeons had been provided. 
Emergency department physicians were unaware 
that contractural coverage had been extended 
and was available. The ED physician staff failed 

(Z3J DATE S W  
m w L F  

0610712007 

I to notify the on call neurosu&o.n oi the presence 
oi Patient $50, who lequired emergant surgical 1 intervention. 

I Th'ere was no written documentation that this . 
findina or seauenwof events had been reoorled 
to thegoverning body, the entity with full legal 
responsibility and oversight for the day to day 
operation of the hqpiW. 

Cross reference A0455. 
A 021 482.12(~)(4) CARE OF PATIENT 

I 

I . 
I A doctor of medicine or osteopathy is responsible 

FORM CMS2367(U293) Pmviolrs Versicns Obsolate Event 1D:GWO 

1 
m 

PRmX 
TAG 

- 
A 01 

A 02 

- 
I 

ACLS bznspmt. 
Ali appropriate and completed dmumenb an 
imaging studies shall a m p a n y  the patien 
If the ED physician determines that there is ny 
impediment to the transfer. helshe shall con 

k c i l i i e  the transfer. 

L 
the Chief Medical Offcer at the r d v i n g  fa 

Monitoring: I 
The Patient f lwr  Manager maintains a iog of pati nt 
&ansfen. Data rwardino Datient hnsfers is 7 
aggregated and pksencd to Perfcrmance 
Improvement Ccmmittee and to the Exeutive I 
Committee. and then to the Governing Bcdy v i h q  
appropriate. I 
Position Responsible: Interim Chief Med id  O+sr 

Permanent Adion: 

the status of patients requiring transfer. Any 

reviewed as part of this pimess. 
neurosurgical patients vho are pending transfer 

MU(-H has identified a medical adrrdnistatlve dir ctor 
In charge of patient flow. This Patient RWI Mana t er 
notifies Medical Administation whenever there a i  
impediments to'uansferring a patient, including ale. 
neurasurgical patient, In a timely manner. The m dtcal 
adminiswive staff will assure that there is h i g h - I !  
physician contact with potential receiving imtitutibns in 
an efiort to expedite transfer. I 
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FORM APPROVE 

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-039' 
STATEMSWOF DEFICIENUES K1) PROVRIEiVSWPUEWCW 0 MULTiPCE WNSIRUCFX)N 
AND P K O F  WRRECTlON 

CQ) DATE SUFAEY rnmcmoN NUMBER 
A aUlLDlNG W W L ~  

050518 a m  
0610712007 

NAME OF PROVIDE3 OR SUPPLIER I S T R W  ADDRESS. (XPI. STATE. ZIP CODE 

I LAClMARTlN LUTHER KING JR GEN HOSPITAL 

S W Y  STATiM.ENrOF O ~ C I E N C E S  I D  
(EACH DEFICIENCY W B E  PRECEXO BY FLJLL 

TAG REGULATORY OR LSC IDENi'lFnNG INFOFLMATION) 

A 021 Continued ~ r o m  page 5 
for the care of each Medicare patient with resped 
to any medical or psychiatric problem that is 
present on admission or develops during 
hospitalization; and 
is not specifically within the scope of practice of z 

doctor of dental surgery, dental medicine, 
podiatn'c medicine, or optometry; a chiropractor; 
or clinical psychologist, as that scope is deiined 
by the medical staii; permitted by State law; q d  
limited, under paragraph (c)(l)(v) of this section, 
with respect to chiropractors. 

I This STANDARD is not met as evidenced by: 
Based on a review of documents from the 
hospital, and a review of closed patient medical 
records, the governing body faied to ensure that 
the medical staff implemented patient care 
policies and procedures for the treatment of four 
(4) psychiatric patients (Patient 3, #28. nW9 and 
#49) ~resentina to the ememencv deoarbnent for - - 
the ebaluation of an emergencymedi'cal 
condition. 

I Findings: 

1. Pati~nt K3 came to the emergency department 
at 2130 hours on 0$/30/2007. Patient :: 3 was 
ex~eriencina audiiorv hallucinations instmctina - I him to drink-bleach w~ the intent of suicide. 
Patient :: 3 was not evaluated by a physician until 
0500 hours on 05/01/2007. 

2. Patient nW8 came to the emergency 
department with severe depression and was 
assessed as having suicidal ideation. Patient #28 
was logged in to the emergency department log 
at 2106 hours on 0412812007. Patient #28 was 
instructed to wait in the waiting area until 0015 
hours on 04/29/2007, when he was taken to the 

I 
. . 

S'WIUIINGTUN AVE 
LOS ANGELES, CA 90059 

ID PROVID3S  PLAN OF COFREGION 
F4CH WRRECiNE ACTION SHCULD BE , 

TAG Cil3SSEGERENC3)lU 'fFE APPROPiUAlE 
OmCMM 

All Flndims 
lmmedlate Actions: ' 

The Governing Body enmuraged and approved th 
medical staff rehion ofthe policy entitled 
Management of Psychiatric Patients $118 for the 
Emergency Department was revised to address th 
needs of psychiatric patients presenting to MU(-H 
emergency department The Governing Body appr 
of the fact that the ED n m e  manager completed i, 
senice on the revised policy with emphasis that th 
patient never be left alone (Attachment W). 

Permanent Action: 
Use of the monitoring discussed belmv will assure 
the deficiency remains permanently mrreokd. The 
nurse manager will provide remedial training when 
pattern a! defident pm%ces is determined. 

Nurse Manager or designee will review ter 
ecled charts each week to assess for 

nateness of triage acuityscore based on th 
mcyserverily Index, this indudes psychid 
.The ED Nurse Manager viil address 
cies vrith responsible indikiduals. Data from 
eview vhli be presented to ED Coliabcrativ 
ee which nil! develop mect ive  actions. D 
be presented to the QPIC monthly. which 

t, and report it to the Quality Councii anc 
Committee, which viill report and to 
Body. Once audits demonstrate 
y. monitorlng wviU be limited to ten dlartr 

1 keswnsib~e position: I 
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Continued From page 6 
ED treatment ma, the patients medcal 
screening examination was not initiated until three 
hours after presenting to the ED. 

3. Patient +29 came to the emergency 
je~artment at 1655 hours on 04/28/2007. Patient 
a9 was suicidal with a plan and came to the 
hospital after ingesting &I unknown quantity of 
Uavil, a tricyclic antidepressant medication, 
known to produce cardiac toxicity in hish dos2ae. 
Patient g9 was not taken to thetreatment ar& 
until 1750 hours, and was not evaluated by a 
physician, until 1800 hours. 

4. Patient 349 presented to the emergency 
department on 36/07 21 0302 hours, with a chlef 
comolaint of violent behavior. not t&na his 
medications and having audiiory hallu~natlons. 
The patient had aMfrom &other local 
hosoital. The oatient v m  triaaed bv the nurse. 
ass5ned a cl&sification of  el lil and leit in the 
lobby. The patient was identified as leaving 
without being seen at 0535 hours. 

Policy a d  Procedure 318,  Management of 
Psychiatric Patients, mandates that psychiatric 
oatients with assessed risks for bema a danger tc 
self, a danger to others or gravely digabled, must 
be taken directly to the treatment area to have a 
medical screening examination. 

Cross refer to A 028 for failure to ensure patients 
were under the care of a physician. 
482.12(e)(1) CONTRACTED SERVICES 

The governing body must ensure that the 
s e ~ ' c e s  performed under a wntract are providec 
in a safe and eiieclive manner. 

I ~ l i l ~ ~  AWES. CITY, STATE. ap MOE 
12(m S WlLMlNGTON AVE 
LOS ANGELES CA 90059 

ID P R O M l m  PLAN OF tORilECT1ON 
CORRECTIVE ACnON SHOULD BE 

TAG CR0SSiiEERENCEDX)THE APPROPiUATE 
OSICIENCYI 

I 
Background: 

A 021 Psychiatric evaluations are now provided by the 
Las Angeies County PMRT personnel because 
there k no longer an inpatient psychia!ric service 
at this facility. 

e Psychiatric Transfer Preparation and 

Ucensed Nurse wlll dwument psych risk 
aessment at initial assessment and with 
subsequent reassessment every shift. 
Assess fm: (1) danger to self (2) danger to 
others (3) identify sitter at bedside by name. 
Triage: psych patients meeting any of the 
risk criteria are not to wait in the waitins - 
mom. 
Sitters (nursing attendant) dwument 
interventicns and patient's behavior hourly. 
Follow-up a minimum of every four hours for 
the status of the pending PMRT evaluation 
and bed availability. The licensed nurse 
document in the patient's medlcal rewrd the 
above status a minimum of every four 
hours. 
Upon discovery a licensed nurse vdll 
immediately notify the charge nurse and 
physician of any elopemenk or difficulties 
with Dlacement 
The stafivill maintain a dally log bmk in 
Vrhich they will keep the patient's lndivividual 
status reocrt. 
Charge ~ & e :  psych patiens vrill be 
Identified on the daily patient list and faxed 
to the Deptrtment of Health Senrites mental 

] health liaison. 

ective aciions.The ED nurse manager will 

asitionnel. 
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Continued From page 6 
ED treatment area, the patienfs medical 
screening examination was not initiated until threc 
hours after presenting to the ED. 

S T A i E M 3 i T O F D ~ C I E N ~  
AND ?LAN OF COililEmON 

3. Patient $9 came to the emergency 
department at 1655 hours on 042812007. Patient 
$9 was suiciokl with a ~ l a n  and came to the 
hospital after ingesting &n unknown quntity of 
Elavil, a tricyclic ntidepmsant medication, 

i'Xl) ?iiOVID~UP?UE%GVA 
w=rnzwnoN NUM~W 

known to produce d i c  toxicity h high dosage. 
Patient $9 was not taken to the tre&nent area 
until 1750 hours, and was not evaluated by a 

' 

physician, until 1800 hours. 

CQ) MUL?DE W ~ U C i l O N  

A BUILDING 

4. Patient !%9 presented to the emeraencv 

M D A E  W S E Y  
W W k E  

department on3/6107 at 0302 hours,-kh k chief 
complaint of violent behavior, not hking his 
medications and hafina 2 ~ d t 0 ~  hallucinations. 
The patient had arrived-fmm ankther local 
hospital. The p~tient was triaged by the nurse, 
assianed a classiiiation of Level Ill and left in the 
lobb;. The patient was identiiied as leaving 
without being seen at 0535 hours. 

Policy and Procedure 318, Mnagement of 
Psychiatric Patients, mandates that psychiatric 
patients with assessed risks for being a dnger tc 
self, a dangerto others or gravely disabled, must 
be taken directly to the trea'ment area to have a 
medical screeni.ng emination. 

Cross refer to A 028 for failure to ensure patients 
were under the care of a physician. 
482.12(e)(l) CONTW\CTED SERVICES 

The governing body must ensure that the 
serflces performed under a contract are provided 
in a safe and effective manner. 

ID 
P R F l X  

TAG 

S ANGELES, CA 90059 

PROVIDEiS PLAN OF WRRECTlON 
T&H CO~-CTlVEACTiON SHOULD 65 

Ci lOSSREEXNtED T O m  A?PiiOPRIAi'E 
o s a m w  

Monitoring: 
The log book will be reviewed weekly to 
deficiencies and take corrective action as dee 

data mcnthly and create corrective actions as 

necessary. The ED Collaborative Committee whidh 
includes members of the medical stafi will review the 

appiopriate. Quarterly the W I C  will evaluate the pata. 
as needed and report to Quality Council and Executive 
camminee and a appropriate. Governing ~ d y ,  I 
Responsible Position: 
Chief Nursing Omcer 
ED Nurse Manager 

immediate Actions: 
6121, 

Level 3. Upon mnmletion of the med id  1 

Permanent Action: I 
Sased on the monitn'ng prcccss below, the 
elfectiveness of these correcticns will be evaluate . If 
necessary adjuslments will be made. 

L 
I 
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SUMMARY S T A m  OF DEFICIPICtZS 
(Eat3 DELlCiENCY MUST BE PRECEDED BY FULL 

REGULATOZf OR LSC DENFMlNG INFORMATION) 

- - -- 

Continued From page 7 

This STANDARD is not met as evidenced by: 
Based on i n t e ~ e w s ,  a review of selected ' 

documents from the hosdnal and a review of 68  
closed patient medical records, the governing , 
~ o d y  failed to ensure thzd the services periormec 
under a contract had been ~mvided in a safe a n c  ~ ~- ~~~ 

dfective manner. 

Findings: 

1. A review ofthe medical records for 11 of 68 
sampled patients selected at random fmm the 
emergency department logs, revealed thzt 
medical screenina examinztions were omvided b 
mid level pract%i&ers, PA&, for patients $5, 
S7, a, $15, #62, #63, w#4, %5, #66, $67, %8. 
In addition, the hospital failed to provide prompt 
medical screening examinations for 11 of 68 
sampled patients (Patients Z ,  %, 3,, X6, E7, #9 
Z 6 ,  m6.39 ,  $50, $69). 

2. A review of the rnedical staff bv-laws, rules 
and regulations was performed d k g  m onsite 
investigation at the hospital. These d&uments 
did not soecifvwhich M e s  of oeaitioners could 
provide medical s c r e e h a  exhna t ions  in the 
Emergency Department &D). There was no 
documentation deilneating such privileges for 
~hvsician assistants ( P A C )  providino m d ~ d  
scieening examinations in tie emergGncy 
department There was no documentation 
present in the PA-C privileging forms to assess 
the qualiications and competence to provide 
medical screening examinations in the 
emernencvde~artment andlor to determine if an - - 
emergency medical condition existed. 

DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINIED. FORMAPPROVED 0 ~ 0 0 7  
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09384391 
TATEhiENT OF DEFICIENCIES (X?) P3OVIDFVSUPPUEWCUA (X?) MULTIPE CONSTRUCTION Ca) OATE SuRvn 
m PLPN OF CORRECTION rnENnnCAMNNUMBER 

A BUILDlNQ 
C O M P L E D  

- 

- 

- 

A,, """"l* 

A 028 immediate Adions: 
With the M w n e n c e  of ffie Governing Body. the C 
Medical Ofiicer notified the ED Medical Dlrectar thi 
physician assistank shall no longer perfwm medic 
screening examinations (Attachment B). 

Permanent ActSon: 
se of the monitoring discussed below will assure 1 b e deficiency remains permanently coriectd. 

e note Ulat the medical stafi tuies did indude 

FasaiilRCAOSm00R?5 If mntinuati? shet 

m 
T)hm_EON 

OATE 

f 618107 

617107 

SROIOi 

age 80fZ 
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TAG REGULATORY OR LSC I D ~ ~ N G  INFO~UIATION) 

I A 028 Continued From page 8 

3. Patients %2, g63, S4, S S ,  %6, %7, S B ,  
were triaged on 5/30 or 5/31/07 and sent to Adult 
Urgent Care for their medical screening 
examination and treatment Ezch patient had a 
medical screening examination, treatment and 
discharge from the ED performed by a PA-C. Thc 
patients' medical records revealed they were 
evalusted, treated and discharged fmm Adult 
Urgent C% of the ED prior to b e  time of 
supervision or monitoring by the ED physician. 
The medical record for each oatient failed to 
demonstrate a timed entry bi the emergency 
deparbnent physiciah, as required by a 
supervising physician. When interviewed on 
5/31/07 at approximately 1030 hours, the PA-C 
stated medical screening examinations in the 
Adult Urgent Care were provided by the PAC. 
The physician made rounds every two hours to 
sign the patient's medical record, and subsequen 
to the discharge of the patient. 

4. Patients R, e7, #9 and #I5 had their medical 
screening examination in the main emergency 
room treatment area The medical records 
showed the exams were performed by PA-Cs. 
There were no timed cosignatures of the record: 
by a supervising physician. 

I Interviews conducted with administrative st& 
revealed that medical care in the ED was being 

by a recently contacted group of 
soeciaiizina in emeraencv medicine. II 

w& further &ed thaithe phy&iGassistants 
working in the emergency care areas were part o 
the ED group. 

I Cross refer to A455 for failure to provide prompt 
m e d i d  screening evaluations for Patients #2, % 

'age 9 of'  
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1 2 M  S WILMINGTON AVE 
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STATEtEt+TOFOEFiClENclEs 
AND PLPN OF W W L ~ O N  

(X.4 10 
PRDK 

TAG - 
A 028 

A 031 

Continued From page 9 
85, %, #7, a, 9 6 ,  S 6 ,  #49, g50, and %9. 

NWZ OF PROVIDE3 OR SUPPUW I STREX ADDRESS. CTTY. STATE ZIP WOE 

I 

(XI) PROWOeYSUPPLlEiVCUA 
n p m n c ~ n m  

. . 
05m 

5.. The physician contract to provide 
neurosurgical coverage to the hospital expired on 
4130107. The governing body meeting minutes 
documented 2 continuing need forthii coverage 
ind a plan to provide this. However, as of WI07, 
this plan had not been Implemented to prevent 
patient safety issues. 
482.12(f)(1) EMERGENCY SERViCES 

If emergency seMces are provided at the 
hospital, the hospital must comply with the 
requirements of W 2 . 5 5 .  

( ~ 2 )  MULTPLE W N S ~ U C S ~ O N  

A BUhDlNt  

a. WING 

This STANDARD is not met as evidenced by. 
Based on interviews, a review of 68 closed 
medical records and a review of documents from 
the hospital, the governing body failed to ensure 
that emergency services provided at the hospital 
met the requirements of section 482.55. 

(X3)DATISUFAFf 
m w m  

06/07Rom 

Findings: 

1. The hosoital failed to ensure the immediate 
&ilabilitybi services, qualiied personnel and 
other hospital departmental services to provide 
prompt e&luatio-n and treatment of patients 
oresentino to the emeraencv deoartment. Cross 

2. The hospital failed to follow their policies and 
procedures (P&P), bylaws, rules and regulations 
develooed to ensure medical screenlna 
&amirbons were conducted by appr6priately 
qualified ind'nn'duak. The hosp.rtal'failed to ensuri 
that the policies and procedures for evaluating 

e Chief Medical Officer ncMed the ED Medical 
that Physician Assist2nts shall no longer 

Perform medical screening exmlnalians (Attachme 

en randoily selected medical records will be 
viewed daily to track the time from triage to medt 

creening examination. Data from these daily reviei 
'I1 be presented to the ED Collaborative Practice 
ommlttee and the process will be re-evaluated as b 

esuit of this review. Data will also be presented to I 
erformance Improvement Committee monthly, whit 
I 1  evaluate If develop corrective actions as 
ecessary. and report It to Ule Executive Committe~ 
nd as appropriate to the Governing Body. Once t h ~  
rocess is stable. the daily record review will convei 
o a monthly review. i 
ositions Responsible: 

Nurse Manager 
terim Chief Medical Ofiicer 

. . 

(4 
m c m ) . v  

DATE 

6/8/07 

U 
6/7/07 

Nultations and Inpatlent bed placement fo 
14 the ER. This form Includes ( ~ t t a c h m e n t ~ j  

F&ly'IR CAOEWOMSj If continuation sheet Page 10 of 70 
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I 050578 

I A 028 Continued From page 9 
S, S, W, S, +26, S 6 ,  a, S O ,  and S9. 

I 06/07L?O07 
3. WING 

5.. The physician contract to pmvide 
neurosurgical coverage to the hospital expired on 
4130107. The governing body meeting minutes 
documented a continuing need for this coverase 

NAME OF PROVIDER OR SUPPLIER 

and a plan to provide this. However, as of 6/7/67, 
this plan had not been implemented to prevent 

I patient safety issues. 
A 031 482.12(f)(I) EMERGENCY SERVICES 

If emergency services are provided at the 
hospital, the hospital must comply with the 
requirements of w2.55. 

This STANDARD is not met as evidenced b y  
Based on interviews, 2 review of 68 closed 
medical records and a review of documents from 
the hospital, the governing body failed to ensure 
that emergency services provided at the h0sp.M 
met the requirements of section 48255. 

I Findings: 

I. The hospital failed to ensure the immediate 
avaiiabili of services, qual'ied personnel and 
other hospital departmental services to provide 
pmmpt evaluation and treatment of patients 
presenting to the emergency department. Cross 
reference to A0028 and A0452. 

2. The hospital failed to follow their policies and 
procedures (PW), by-laws, ~ l e s  and regulations 
develooed to ensure medical screening 

I exmirktions were conducted by appropriately 
quaiiiied indi~duals. The hospital'failed to ensurl 

I that thepolicies'and procedures for evaluating 

I STilz ADDFZSS, CiN, STAT& ZlP COD5 
12021 S WlLMlNGTON AVE 

ID 
PREFIX 

TAG 

S ANGELES, CA 90059 
PROVIDE?% PLAN OF CORRECnON n 

(EACH W ~ n C T I O N S . Y O U L D 3 E  
CiiOSSRGFilPICED TO THE APPROPRIAE 

OSICIENCY) 

. Sltters (nursing attendant) document interve 
and patient's behavior hourly. . Follow-up a minimum of ev&y four hours for e 
status of the pending PMRT evaluation and ed 
availability. The licensed nurse will dcarrnen k in 
the patient's medic4 record the above sfatu a 
minimum of every four hcurs. 
U p n  discovery a licensed nurse will immedl ely 
notify the chnrge nurse and physician of any 
elwemenk or di iculUs wltb alac~mc-nt t 

DEPARTMENT OF HEALTH AND HUMAN SERVICES PRIEsrrTr. 0612212007 
' FORM APPROMD 

CENI-ERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09384391 

-. . . .- . .- . .. 
 he staff will m2lntain a daily log bock in whi 
they will keep the patient's individual status 

for one patient within a 24 hours period. 
report. Once psychiatric report log sheet 

The above log will be kept in the ED in a 
labeled Psychiatric Patient-Dally Lag. 

jTAEMENTOFDEFICIENC1ES ' 
4ND PLAN OF CORRECflON 

Charge Nurse: psych patients u%l be 
the dally paUent list and faxed to the 
of Health Services mental health liaison. 

Permanent Actions: I 

Wl) PROVIOE?I.GURU~V~W 
IOENTIRCATION NUM3ER 

The monitoring plan set forth belmv will be used t 
s u r e  the ccntinuing effediveness ofthe 
3ctions. The ED nurse manager will address 

- 

- 

jeficiencles with responsibl&personnel. I 

(72) MULTlPLE CCNSTFIUfXDN 

A BUILDING 

i17 

Monitoring: 
The log book will be reviewed weekly to 
iefidencies and take corrective action as deemed 
lecessary. The ED Collaborative Committee will 
evlew the data monthly Quarterly the QPIC will 
!valuate the data, create carectiva action as n 
End report to Quality Council and 
md, as appropriate. Governing Body. 

0 DATE SURVN 
WMPLESED 

aosltlon Responsible: ED Nurse Manager 

ikylaMWXOUX5 

I 
if continuatian sheet Page l Q ~ f  7 
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STATEhGtCOF OEFICBICIES ' 
9M) PLAN OF CORRECTION . 

5.. The physician contract to provide 
neurosurgical coverage to the hospital expired on 
430107. The governing body meeiing minutes 
documented a continuing need for this coverage 
and a plan to provide this. However, as o i  WIO7, 
this plan had not been implemented to prevent 
patient safety issues. 

A 031 482.12(f)(1) EMERGmCY SERVICES 

if emergency services ue provided at the 
hospital, the hospital must comply with the 
requirements of W2.55.  

NNE OF PROVID~ OR SLFPUER I S ~ A D O R E S S .  CW. STATE, ZIP CODE 

@t) P R O V l O ~ W P U - d Y C W  
DENllRCATION NUMaER . 

050378 

This STANDARD is not met 2s evidenced by: 
Based on interviews, a review of 68 closed 
medical records and a review of documents from 
the hospital, the governing body failed to ensure 
that emergency services provided at the hospital 
met the requirements of section 48255. 

I Findings: I 

(72) M U L W  CONSiXUCilON 

ABUILONG 

a WING 

1. The hospital failed to ensure the immediate 
availability of services, qualified personnel and 
other hospital departmental services to provide 
prompt evaluation and treatment of patients 
presenting to the emergency department Cross 
reference to A0028 and A0452. 

(33l DATE S u m  
COhmtEim 

06/07/2007 

2 The hospital failed to follow their policies m d  
procedures (P&P), by-laws, mles and regulations 
develooed to ensure m e d i d  screenina 
examiktions were conducted by appropriately 
qualified indi~du21~. The hosp.Mfailed to ensure 
that the policies and procedures for evaluating 

Corrective Actions: 

Permanent Actions: 
The monitoring plan set fcrh belovr will be us& t 
assure the ccntinuing efiectiveness of t h e w  

I 
actions. The ED Nune Manager win address 
deficiencies with responsible pencnnel. t 
Monitoring: 
Ten randomly selected medlcal records will be 
Monitoring: 
Ten . randomly . . . . .  selected medical records will be 

.b ".- "- 
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M 10 
Fa- 

TAG 

06/m/2007 

Continued From page 9 
%, %, 9, %, S 6 ,  %6, #9,450, and 469. 

(xi) ? R O V D ~ U P ? U E ~ W  
IDPmnCATlON NLlM36t 

NAME OF PWVIDGl ORSUPPUGl 

5.. The physician contract to provide 
neurosuigical coverage to the hospital expired on 
MWO7. The governing body meeting minutes 
documented a continuing need for this coverage 
and a plan to provide this. However, as of 6/7/07, 
this plan had not been implemented to prevent 
patient safety .ssues. 
482.12(9(1) EMERGENCY SERVICES 

If emergency services are provided at the 
hospital, the hospital must comply with the 
requirements of W2.55. 

p q  MUL~PE c o m u c n o ~  
A SUlLDlNG 

This STANDARD is nbt met as evidenced b$ 
Based on interviews, a review of 68 closed 
medical recordsand a review oi  documents from 
the hospital, the governing body failed to ensure 
that emergency services provided at the hospiial 
met the requirementi of section 48255. 

oDA7Esmvm 
coMPL?a) 

Findings: 

1. The hospital failed to ensure the immediate 
availability of services, qualified personnel and 
other hospital departmental services to provide . 
prompt evaluation and treatment of patients 
presenting to the emergency deparbnent Cross 
reference to A0028 and A0452. 

2. The hospital failed to follow their. policies and 
procedures (P&P), by-laws, rules and regulations 
developed to ensure medical screening 
examinations were conducted by appropriately 
qualified individuais. The hosp'tal'failed to ensur 
that the policies and procedures for evaluating 

m 
?REX% 
TAG 

ET ADDRESS, CIT(, SATE, Zl? WOE 
I21 S WlMlNGTON AVE 
IS ANGELES, CA 90059 

PWVDGl'S F U N  OF CORREmON 
F4GH CORRECFNE ACTON SHOULD BE W b n - S N  

CROSSREFZIPICED To THE APPROpRIATE 
o n m a w  

and report It to the Executive Committee and es 
appropriate to the Governing Bcdy. Once the 
Exewtlve Committee wndudes that the process 
stable. the dally record review will 
review. 

Position Responsible: 
ED Medical Directar 
ED Nurse Manager 

I 

IN ID: CACEWCCE If continuation sheet Page lC@; 
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3. The hospital failed to ensure on - call 
physicians saw patients when specialty 
consultation was required: Cross reference to 
A00 

A 031 

4. The hospiM iqed  to ensure ptin management 
was provided in a timeiy manner. Cross referens 
to A0204, A0455 

W) ?ROVID~W?LIEiVCUA 
IDSillRCATiON N U M 3 a  

050578 

Continued From page 10 
psychiatric emergency patients had been 
implemented and followed by M. Cross 
reference to A0021. 

5. The hospital failed to ensure stabilmng 
treatinent for emergency medical conditions was 
provided and failed to ensure timely tmsier of 
individuals who required services notavailable at 
the hospital. Cross reference to A 

A 141 482.21 QAPl 

NAME OFPaoVIDW OR SWPLIER 

The hospital must develop, implement and 
mantain an effective, ongoing, hosp-M-wide, 
data-driven quality assessment and perioimance 
improvement program. 

Wl Mm?lPZ C0NsT;tUCiiON 

A. SUlLDlNG 

3 WING 

-ADDESS, UiY. STAX h WOE 
12Dfl S WlLMlNGTON AVE 

I The hospital's governing bcdy must ensure that 

K3 DATE S U M  
W W L E  

06/07/2007 

I the p m g k  reflects thecomplexityof the 
hosoital's omanizaEon and services: involves ail 
hospital depktments and services (inc!uding 
those services furnished under contract or 
arrangement); and focuses on indicators related 
to +mproved health outcomes and the prevention 
and reduction of medical errors. 

The hcsp.%al must maintain and demonstrate 
evidence of its QAPl program for review by CMS. 

I0 
?aE?ix 
TAG 

S ANGELES. CA 90059 

Immediate Actions: . The Interim Chief Medical Officer ordered a 

I Lo! 

T - 
- -  -. . 

Department Chiefs to discontinue the practi 
using Physician Assistants for wnsultationr 
ED. All ED consultations will be Derfmed I 

1 

anending physidan. ( ~ t k h m m i  X) 
The ED nurse manager provider a letter 
instructirg all ED RNs regarding Physidw 
Assistants canna provide consuitt. 

(Attachment J) . The'interim Chief Medical O f f 7  instructed 
Department Chiefs to ensure that all attendi 
physidans are a w e  of the need to dccum~ 
their oomullaiions. 

1 .  

I 

I 
I 

t 
i 
I 

< 

I 

em?? 

The Inten'm Chief Medical Officer instructed 
physidans that provide mnsulk to patienk 
emergency wnsultaticns ue to be seen wit 
one hour. 

Permanent Actions: 
The monitoring plan set forth below will be used 
assure the continuing effectiveness of the correc 
actions. 

Manitwing: 
Ten randomly selected ED reccrds of patients wi 
reviewed each n e e k  to validate the presence of1 
late and timeliness ofthe consult Results ofthe 
sudlts will be presented to Perfcrmance Improve, 
kmmlttee, which will review and create wrrecti! 
3ctions a necessary. This data will then be repod 
he Executive Committee and to the Governing B 
~s appmprlate. The Chair of the service will be nt 
~ discrepandes for ccrreclive actions. 

'osition Responsible: Chief Medical Officer 

- 
(r 

m m  
DI' 

- 

ILK 
oi 
the 
an 

t 

I 
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at 

It 

10 
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TAG 
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A 031 

A 141 

- 
IEh4 CMS. 

kntinued From Page 10 

B. WING 

xychiatric emerge& patients had been 
molemented and followed bv st&. Cross 

os/o71zoo7 

3. The hospital failed to ensure on - call 
3hysicians saw patients when specially 
zonsuitation was required. Cross reference to 
A00 

6. The hospital fai!ed to ensure pain managemen 
ms provided in a timely manner. Cross referenu 
to A0204, A0455 

5. The hosp.tal faiied to ensure stabirking 
treatinent ior emergency medical conditions was 
provided and failed to ensure timely transfer of 
indiiduals who required seMces not available at 
the hospital. Cross reference to A 
$8221 QAPl 

The hospital must develop, implement and 
maintain an eiiective, ongoing, hospital-wide, 
data-driven qua l i  assessment and periormana 
improvement program. 

The hospital's governing body must ensure that 
the program reflects the complexity of the 
hospital's organization and services; involves all 
hospital departments and services (including 
those services furnished under contract or 
arrangement); and focuses on indicators related 
to imoroved health outcomes and the prevention 
and ieductionbf medical enors. 

The hospital must maintain and demonstrate 
evidence of its QAPl program for review by CMS 

ID 
PRErlX 

TAG 

21 S WLMINGTON AVE 

mediate Actions: 
multidiicipiinary team of ED physicians and ED 
rrses reviewed the wrrent triage praess. As a 
suit of that review, the triage policy was revised 
1 that the triage registered nurse notifies the 
&i=i provlded if the patientis expeiendng pain 
'eater than 7/10 and fdlorvs physician's order to 
itiate pain medication for pain relief regadless of 
age acuity level. 

1 DEPARTMENT OF HEALTH AND HUMAN SERVICES 
PRI- 06/22/2007 

FORM APPROVED 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 05380391 

l a  ED Nurse Manaser and a nurse educator 
'ovided sup?lemental training to all ED RN staff 
1 the im;iofanca d contadjng physici-s and the 
3 d  to be a patient advccate. 

STA-OF wiaplm~ 
AND PU\N O F C O F S E E O N  

IC ED Nurse ~anager counseled the ED nurse fo 
iling to dmment not i f idon d t h o  physician 
nen a chanse in ccndition vns noted. 

1e ED Nurse Manager axlnseled the RN ivi10 
iled to record the athibuts d pain as required by 
dicy. 

- 

- 

-4 

?e ED Nurse Manager conducted inservice 
Pining for all ED RNs regarding appropriate 
mmentation af pain assessments and the 
quirements for reassessment after medication 
iminis&ation. Training was also provided on 
mmentation standards. (Attachment N) 

0 DATE S W  
WMTLrE 

(xi) PROVDEFSUPPLIWCUA 
~ C I I n O N  NUMBER 

trmanent Actions: 
la monitoring pmcess desaibed below &nil be 
;ed to assure the continuing effectiveness of 
ese corrective actions. The ED nurse manager 
I1 address deficiencies with responsible 
rsonnel. 

( x z ) m ~ a - c m ~ j ~ ; t u ~ ~  
A BUILDING 
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Continued From page 10 
psychiatric emergency patients had been 
implemented and followed by staff. Cross 
reference to AOM1. 

3. The hoso'tal failed to ensure on - call 

5TAEhGNiOF OEFIUWIES 
RND PLANOF W R R E O N  

physicians'sw patients when specialty 
wnsuitation was required. Cross reference to 

4. The hosp& fai!ed to ensure pain management 
was provided in a timely manner. Cross reference 
to A0204, A0455 

Fcl) PROVlD-PUEwcuA 
ID~FICPTION NlJtJEa 

050578 

5. The hosoital failed to ensure stabilidng 

NMZ OF PROVIDER OR SUPPUER 

treatinent for emergency medical condi&ns was 

WJ MULTIPLE WNSTRUCilON 

A BURDINE 

B. WING 

STREET ADDRESS. CTTY, STATE &P CODE 
12021 S WILMINGTON AVE 

provided and failedto ensure timely transfer of 
individuals who reauired s e ~ c e s  not ~vailabls at 

(X3) OAiE SURVEY 
COWLEIB) 

06/07f2007 

LO 

the hospital. ~ross'referenca to A 
48221 QAPI 

The hospital must develop, implement and 
maintain an efiective, ongoing, hospital-wide, 
datadriven uuali i  assessment and performance 
improvemeni program. 

The hospital's governing body must ensure that 
the Droararn reflects the corn~iexitv of the 
hosp&s organization and servic& involves aJI 
hospi%al departments and services (inc!uding 
those servi-&s furnished under ccnhct or 
arranaement): and focuses on indicators related 
ti imfioved health outcomes and the prevention 
and reduction of medical errors. 

The hospital must maintain and deinonstrate 
evidence of .ts QAPl program for review by CMS. 

S ANGELES. CA 90059 

lmmedlate Actions: 
The emergency medldne attending (ED 
physidm) a t  MU(-H wvill identify patients re 
neurmurgical lntervcntion based on svedfi - -~  
A protocol has been established to require 
patienb vrith speciiic neurosurgical clinical 
mndltions recelve timely transfer (Attachmt 
The ED physician a the Patient Flow Mans 
will then contact the MAC operator, informil 
hlrmher of the patient needing transfer. 
MAC determines the acceptinglrecelving fa 
base don a rotation schedule which It main1 
MAC will contact the Patient nore  Managw 
receiving fadlityregarding the need for the 
transfer. 
The Patient Flore Macager a t  the receiving 
promptly mnttcts the neurmurgeon on call 
arranges the physician-to-physician mntacl 
physician at MU(-H speaks directly with 
neuresurgeon at the receiving facility and p; 
a brief summary of the patient's findings. 
Any clinical suggestions by the receiving 
neurmurgeon. which a re  vrithin the capablll 
the hospital and the s m p e  of practice of WE 
physlcim, will be incorpoated Into the pre- 
transfer plan of care. 
The respective f a d l i i  Patient flow Manger: 
work with MAC to coordinate the transfer vi; 
ACLS trafficart. ~ - - - . . . - 
All apprcprkemd completed d w m e n t s  z 
imaging sludies shall e c m p a n y  the patien 

if mnhhuation sheet Page 
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Continued From p2ge 10 
psychiatric emergency patients had been 
Implemented and followed by st&. Cross 
reierence fo A0021. 

3. The hospital failed to ensure on - call 
physicianssaw patients when specialty 
consultation was reauired. Cross reference to 

4. The hospital failed to ensure pain managemen 
was ~rovided in a timelv manner. Cross reference 
to ~0204, A0455 

5. The hos~ital failed to ensure s&bilizina 
treahent ior emergency medical condi6ns was 
provided and failedto ensure timely transfer of 
indi~iduals who reauired senn'ces not zvailable 2t 
the hospital. ~ross'reference to A 
48221 QAPl 

The hospital must develop, Implement and 
mgntain an effective. onaoina. hos~ital-wide. . - 
datadriven quality assessm&t and pe~orm&ce 
improvement program. 

The hospital's governing body must ensure that 
the pr0g.m rei[ects thecomplexity of the 
hospittl's organization and services; involves all 
hosoital de~atbtlent~ 2nd services (includinci 
th&e s e ~ k s  furnished under conka2 or - 
vrangement); and focuses on indicators rslated 
to improved hezlth outcomes and the prevention 
and ieduction of medical errors. 

The hospital must maintain and demonstrate 
evidence o i  .ts QAPl program for review by CMS. 

s ANGELES, CA goom 
PaoVlDaS PLAN OF C O ~ C T I O N  

wC!l WRREGTIE ACTION SHOULD BE 
m ~ r n m , w a o P a u . i z  

< 
ten randomly selected charts each week to 
asess ED patients fcr appropri@eness of pain 
intervention based on pain sccre. Deficiencies 
will be addressed by the ED nurse manager. 
Data from the weekly reviews will be presented 
to the ED Collaborative Committee. Data will 
also be presqted to the QPiC monthly. vhich 
vn'il emluate it create u r r d v e  actinn? as - - - - . . .- - 
necessary, m d  rqort i t  to the Quali i  Ccundl 
and Executive Ccmrnittee and appropriate 
the Governing Body. 

a 
Immediate Actions 

The emergency medicine attending (ED 
physician) at MU(-H will identify patients 
requiring neurmu@cd intervention based 
on speciCc 6uideTmes. 
A prota;l has been establlshd to require 
that all patients with sprrific neurosurgical 
clinical ccndlUons receive timely transfor. 

(Attachment) 
The ED physidan cr the Patient flow 
Manager win then wntect the MAC 
cperatcr, informing hlmher ofthe patient 
needinn transfer. 
MAC ditermin& the acceptinglreceiving 
kcllity based on a rotation schedule vhich 
It maintains. 
MAC will contact the Patient Flow Manager 
at the receiving faclity regarding the need 
for the transfer. 
The Patient flow Manager at the receiving 
facihty promptly conticts the neurmurgeon 
on call and arranges the physician-tc- 
physician Wntact ED physician at MU(-H 
speaks directly with neurmurgeon at the 
receiving facility and provide a brief 
summary of the patient's findings. 
Any dinlcai suggestions by the receiving 
neurosurgeon, which are within the 
capability of the hmpital and the scope of 
practi- of the ED physician. will be 
incc~orated into the  re-transfer ulan of 
care. 
The respectie facility Patient flow 
Manager shall vmk with MAC to 
coordinate the transfer via ncis rn..np* - - . . - - - . - . . - - . . . 
All appropriate and completed dccuments 
and imaging sb~dles shall Jccmpany the 

-.,--a 
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S .  STATEMENT OF DEZIClENCiES FROV1DS5 PLAN OF C O i U E O N  CO 
CECH D~CIENCY MUSTBE P E C ~ ~  BY FUU raw ~ E ~ ~ O N  SHOULD a~ I a m m ~ o a ~ m m m u ~ i ~ o w m o t q  I p% / c a o s s . a ~ m a r ? ? m m  

03aENCn 

Continued From page 10 
psychiatric emergency patients had been 
implemented and followed by staff. Gross 
referenca to AO021. 

(Xi) P R O V I D ~ U P P U ~  
IDZhTiFICATION NUMBFLl 

NAUE OFPROWOb OR SUPPUER I STEZFAODRESS, CTTY. STATE % CODE 

B. WING 

3. The hnsp-hl failed to ensure on - call 
physicians saw patients when specialty 
consultation was required. Cross reference to 
A00 

06rmROOr 

4. The hospital fai!ed to ensure p i n  management 
was orovided in a timehr manner. Cross reference 

W MULTIPLE CO&mUmON 

A BURDING 

5. The hospaal failed to ensure st2bil'mng 
keatinent for emergency medical conditions was 
provided and failed to ensure timelytmnsfer of 
individuals who required s e ~ c e s  not available at 
the hospital. Cross reference to A 
$82.21 QAPl 

p q  DATE SlJaVFf 
W W L E  

The hospi%al must develop, implement and 
maintain an effective, ongoing, hospital-wide, I 
datadriven quality assessment and performance 
improvement program. I 
The hospital's governing body must ensure that I 
the progmm reflects the complexity of the 
hosnital's omanization and services: invokes all I 
hoGi%al defarirrtents and services (inc!uding 
those services furnished under contract or 
armngement); and focuses on indicators related 
to improved health outcomes and the prevention 
and reduction of medical errors. 

The hospital must maintain and demonstrate 
evidence of its QAPl program for review by CMS. 

If the ED physician determines that there is ny 
Impediment to the transfer, helshe shall wn ct 
the Chief Medical Officer at the receiving fa m y  
to facilitate the transfer. 1 
With rtspedto all patient transfers, regardl s of 
patient diaanais, a bansfer log is maintain by 
MU(-H Patient Flow Manager. A muitidlswp nary 
group meek Monday thrcush Friday to rev1 dl 
transfers Ulat have taken place based on th log, 
to resolve any issuffi idenbfied from comple ed 
transfers, to facilitate patient walting fcr tran fer. 
and to update the status of patienk requlrin 
transfer. Any neuroumica! patienk who are 
pending transfer will be reviewed as part of is 
nrccess. i 

Permanent Action: 
The moniia'ng pian set forth bdow will be used t 
assure the continuing effectiveness of correctjve 
Cctions. The Patient Flow Manager will report 

b 
defidencies as idenaed for remedial training. 

. * MU(+I has identified a m e d i d  adminiswtide 
director in dlarge of patient flow. This patie+ 
ROVJ Manager notifies the medical adminisWve 
director whenever there are impediments to 
transferring a patient, including a neurmurgi 

Monitoring: 
The Patient Flov! Managermaintains a icg 
transfers. Data regarding patient transfers 
aggregated and presented to Performance 
improvement Committee and to the Eecutive 
Committee. and then to the Governing Body 
appropriate. 

petlent, in a timely manner. The medical 
administrative director will assure that there 
high-level physician mntact with potential 
receiving institutions in an effort to expedite 
transfer. 

Position Responsible: Interim Chief Medical Offi 

i. 

s 
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Continued From page 11 
This CONDmON is not met as evidenced by: 
Based on inte~ews, a review of documents 
s u ~ ~ l i e d  bvthe hos~ital. a review of minutes from 
committees of the hospital and review of 68 
closed medical RCO&, the goveming body of thc 
hosoiM failed to ensure an efiective oua l f  
pe&ormance improvement proaram Gat f k s e d  
on high risk are& and wntkchral arrangements 
being provided to the patients presenting for the 
evaluation of an emergency medical condition. 

Findings: 

1. The goveming body Hied to ensure that the 
quality progrim focused on problem prone, high 
risk areas of the hospital. The quality assurance 
program failed to track andtrend theemergency 
department w&ing times and to identiiy incorrect 
log in times for emergency department patients. 
The quality program failed to identiiythat multiple 
loas were beina u t i l i d  in the hosoiW that failed 
toopresent 2n &rate represefit&ion of patients 

forthe evalu&on of an emergency 
medical condition. Cross reference A0143 and 

2. The goveming body h ied  to ensure mat the 
aualitv essurance, ~erformvlce im~rovement 
p r o g k  wrre&cdentified and s& priorities to 
fo& on high-&, problem prone &as in the 
hospiM. The goveming body failed to ensure th? 
the auali i  assurance Droararn had identhfed that 
PA& were either initiating or providing formal 
b2ck up speciatty wnsuitations in the emergency 
deoartment. The aovemina bodvfailed to ensure 
thit the queli i  as;umce i;rogdm had identified 
and tracked a patient presenting with a 
matfunctioning shunt in the pediatric outpatient 
area, in which the management of the patient w2: 

37(G2-53) P m W  V e r s l w  Otrolat~ ' Event l O S W t  

I srR'k7rnaESs. C m ,  STATE, m CODE 
12021 S W I W G T O N  AVE 
LOS ANGELES. CA 90059 

nding I: 
I On Wll107, the Chralii Counal developed a 

Wlty Improvement Flan that fauses an 

estabbhed. ( A t h h e n t  A) 
I m g  July I. 2007. UbTzaion Review Stafitdl 

medical screening exam. Time ofarrival to time 
dmcharge is b t k e d  el&~iczllythrough the 

The information gws tothe Emergency 
Department Collaborative Committee for . 
evaluation. The rep& will go to both the ED 
Cemmittee'and the Qual i i /P&mce  

this to the Exe+utive Committee or Qualay Co 
respsctivdy, and then to the Governing Body. 
Raess were changed b s u r e  the accuncyof 
the lcg a d  to combine the multiple log Into a 
single d m e n t  ordered in dale time sequence 
SeeTagAl43 belmv, page 1 5 f o r m  debits. 

Finding 2 

spedfcindicaors for 

I 

FawTm CAO&00X155 If mnhiluation sheet Page 1 2  of7i 
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Wmg provided by a PA-C. Cross reference 
A01 5 2  

3. The governing body failed to ensure that the 
quaiii assurance program ccrredly identified anc 
tracked psychiatric emergency patients being 
managed in violation of the hospital's own rules 
and regulations and medical staff by laws. Cmss 
reference'A0153. 

A The governing body failed to ensure that a 
written plan had been fmalized and 
implemented to prevent recurrence of adverse 
patient events. Cross reference A0156. 

5. The governing body failed to ensure that the 
quality &suran& program had informed the 
aovernina bodv that PA-Cs were ~eriorrnina 
medical .keening examinations in them& 
emergency mom and the urgent care areas of t h ~  
emergency department. The governing body 
failed to ensure that the quality assurance 
program tiad idenEed that these mid level 
practitioners were not credentialed to periorm a 
medical screening examination. Cross reference 
A0167. 

6. The governing body failed to implement a 
policy to prevent recurrence of these events. 
Cmss reference A0169. 

The cumulative effects of these systemic 
problems resulted in the inability of the governing 
bodv to ensure that the Qual'rtv Assurance. 
~erformance Improvement prcgram had ticked 
and jdentified hlgh risk, problem pmne areas in 
the hospiW to ensure the provision of medical 
care in a safe environment 
48221(a)(l) QAPI HEALTH OUTCOMES 

i 
nding 3: 

RydWic pmcess imprcvements induding 
im~mved triage haining, better drmmentation by 
's'merSmers in the m a ,  and betterflovr management 

. have been implemented. Please seeTag A0153 
below fa more information. 
Psychlahi0 patients are induded an monitoring 
ba&ng and trending ofwait times of an ED patiens. 
The interim Medid Diredor ED shall hdude a 
diswsslon of any psychiatric care issues and 
detem-newhether additional QI indicators are 
required to address them. 

mdins 4 
Aneurosurss~  POGCYWS f u m h d  and 
distributed to all Department C h a k  i s 0  were 

The lnterlm Chief Medical ofricer on i m t u d o m  
from the Gwemlng Body, has emphasized at ea 
department's meeting that ail a m e  adiom ha 
to be pmmptlyesbbliihed h writing and 
implemented He further emphas'aed that each 
deparlment must monitor such implementation. 
The QI Plan iws created to indude formal qua ty  
indicators, both hospital wide and ED specific, whi 

- -. - - - . - 
ntions, wvhiih w31 preient the mumme cf adve 
evenh. Fora mciedetalled 
below. 

I Phpician Assistants are no longer providing medic I 
screening examinalions. SeeTag AM*, page 8 fo;/ 
more dehik. 
The Governing Body has instructed a delegate to 
atlend Quality Coundl and Exeamve CMlmittee 
meetings to ensure that it fs in fmed of quality and 
mmpliance issues. (A&&ment Z) 

ndina fi. . . . - . . . -. 
On 611 1/07. the Quality Counnl developed a QI Pia 
that fmuses on problem prone, high risk areas ofth . hcspital and is designed lo reduce medid  e m  
and improve patient care The new Q Plan was 
reviewed and appmved by the Executive 
Committee: the Governha BadvrevinvPrl and t 
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The program must include, but not be limited to, 
m ongoing program that shows measurable 
mprovement in indicators for which there is 
~ d e n c e  that B will improve health'outcomes. 

This STANDARD is not met as evidenced by: 
Bsed  on inte~ews, a review of closed patient 
records and a review of meeting minutes from the 
hos~ital. the hos~~ta l  failed to ensure an ongoing 

0 MULllPE mNSmUCTlON ' 

ABWLDING 

awnit 

progr& that a&urately measured patient h g 6  
of stay in the emergency department 

WI DATE SURVEY 
m y L m  

06107n007 

Fmdings: 

I. Interviews with the Medical Director of the ED 
and with the quality improvement representatives, 
lrom the hospital were conducted on 6/01/2007 al 
approximateiy 1350 hours. The wait times in the 
 id were discussed. It was revealed that the 
average time for a patient to complete evaluation 
and treatment in the ememencv department was 
approximately 14 hours. The ~kd ida l  Director of 
the ED'stated h a t  length of stay in the ED was 
very diiiicul to track. The ED Med id  Director 
stated that she was unaware of the method being 
used by the ED Nurse Manager to collect data 
regarding the patient length of stay. The ED 
Medical Director stated th2t she had recently 
initiated a sbdv to b c k  door to Drovider time and 
bed to provide;time. This data had been entered 
on a grid and that 10 charts were selected from a 
cohort of 140-150 patients per day case load. Tht 
plan to collect data, track and trend patient length 
of stay in the ED had not been developed and the 
ED Director failed to produce dccumentation of 
the data or the plan for hospital wide QA when 

~(02-93) Pprevim Vonlom Obsclct0 Evcnt I ~ G C J t  

I LOS ANGELES, CA 90059 

PROVIDERS PLAN OFCORRECTION 
CJ\m CORRECTNE ACTION SHOULD BE 

CROSSREFERENCED TO W E  APPROPRIATE 
DDICIE4CY) 

A 143 ~iscimmunication appears to have oauned  as ti 
ED has been collecting data on ED length ofslay, 
a limited scope basis since January 20m, and h 
shared that data with the Physician Performance 
Improvement Committee. 

Immediate Actlons: 

rmanent Adions: 
of the monitoring below will assure that the 

dency remains corrected. The (ll Director will 
rovide remedial training where a panem of deficit 
radices is determined. 

- 

Fafiiylo: C A ~ W O ~  If continuation sheet Page 14 of 70 
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requested. There was no written documentation 
~atthis'plan had been approved by the QAPI 
mmmittee to ensure that data accumulation was 
murate and reflected patient care outcomes. 

NAME OF Pmma OR s u P P U 6 1  

(Xi) PROVtDOVSUPPLlFVCW 
IOENIElCATiON MJM3Eil: 

050578 

E During interviews conducted on 06/01/2007, 
the quality improvement representatives were 
unaware, that for some patients, the ED log in 

Wl MULMRTlPLE WNSTFUCllON 

A BUILDING 

3. WRiG 

times were inaccurate and failed to accurafely 
reflect the coned time oi entry of the emergency 
depubnent patient for evalmtion ofan 
emergency medical condition. Patient $14 came 
tothe emergency department on 01/26/2007. 
The time of enhy in the computer log read "1324 
hours." However, Patient $14 actually was was 
seen in triage at 1224 hours. Patient C5 was 
logged into the ED log at 1510 hours on 
05M1/2007. Tha medical record revealed that 
Patient $5 had actually been assessed by the 
triage nurse three hours earlier, at 1139 hours on 
05/11/2007. The medical record for Patient +% 
showed he presented to the ED for triage at 1812 
hours on 5/11/07 and left without being seen for z 
medical screening exam. H e  was not logged into 
the ED log until 1913 hours and the log failed to 
identifythat h e  left without being seen. 

0 DATE SLRW 
c34Gsw 

06rO7/2007 

3. During in te~ews conducted on 06/01/2007. 
the quality improvement representatives were' 
unaware that a 'Central Log" for the emergency 
department faiied to contain the names of all 
patients presenting to the facility for evaluation of 
an emergency medical condition. p e  informatior; 
technology representative revealed that the 
"emergency department log" contained only those 
patients evaluated in the main emergency room. 
Separate patient logs existed for ED patients 
-en in the Adult Urgent Care area and a 
separafe log existed for the Pediatric Outpatient 

AmultibSdplinary grcup rwlewed and revised 
emeigencyregishati~ladnwng pitcy%.1.32 E 
Registration and Flnandai Screening to require u 
an'ginal time of anival be entered into the comput 
mtnl log musf be - w e n t  vith the nursing no 

Permanent Actions- 
e rnonibing m e s s  desdbd  below win be I! 
ure the continuing efiediwess of these mm 

The Ql D i i ~ v n l l  address daidendes 
pmible persomeL 

Fsit?ring: 
nmng 71112007 PFS pencnnel weeklyrevim 

*I EMTALA icg weeWy. AMRge wait times 
age to medical saeenlng exarrjnation and Mag 
isch~ge that erred exp&ons will prompt a 

review. the central lcg will be remndied fc 
nmnslstendes vrih the medid mmd. The Hlb 
i redcrm repoFt on the acamcy of date cdled 
uarteily to WICr 

. F 
sponsible Position: 

immediate A&emr 

) The D i r e  6 QuaStylngimvement reba'~m 
s H i  a, the distindion between central Icg a: 
vmking lws  and their use. 

) IT Wmgrammed the central icg to default t 
d i i lay  or print in date timesequence regarc 
friage lccaticn. 

se d m e  moniiming belrnvwsili assure that the 
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. 

The hospital must set priorities for its 
performance improvement activities that focus on 
high-risk, high-volume, or problem-prone areas; 
consider the incidence, prevalence, and severity 
of problems in those areas; and affect health 
outcomes and quality of care; 

Continued From page 15 
department R was revealed that acomplete log 
for all patients was hovm as the "EMTAW log 
and this log contained all adult, pediatric and 
urgent care patients. When produced, the 
EMALA log was not in chronological order. The 
K represenbtive stated that separate logs 
existed for "Patient Transfers' and "Labor and 
Derwery.' 

I This STANDARD is not met as evidenced by: 
Based on interviews, a tour of the ED service 
mas,  a review of documents supplied by the 
hospital and review of 68 patient records, the 
hospital failed to Ensure that .%s performance 
improvement activities identitied 2nd focused on 
hiah-risk, hiah-volume, or oroblem-orone areas. 

I Th-e qua& inprovement pmgram iailed to 
consider the mcidence, prevalence, and severity I of problems in those areas. 

1. A tour of the ED service area and interviews 
with the ED Medical Director and an ED Staff 
Physician were conducted on 05/31/2007. They 
stated that two ED physicians were scheduled in 
tine ED at all times, except for two hours at 

1 2 M  S WIINGTON AVE 
LOS ANGELES, CA 90059 

PROVIDERS FUN OF COFiRECilON 

P% 1 EACH CORRECllEACTIONSHOVLD BE 
CROS~ENCEDTOTHEAPPROPPJATE 

o n m q  

mmedile Actions: 
The ho~pital has developed a new91 Plan, which 
indudes specifc, targeted indicators for the ED. 
Mcrifies fa prole@ are established in the ED pl 
(Atlachment A) 
The Interim Medical Diredm has instuded ail 
d e p m e n l s  to oune that each department 
meeting indudes a review ofthe hdicaters belng 
hacked to detenine whether the mcstsimificxl 
high risk areas are beha W e d  a d  m d e d ,  an 
to gatherdata s o  &at an evaluation based on 
hddenca and prmaienca andseverityof the ma 
impatant problems an be m d e  

A 143 

2 

Monltorlng: 
PFS personnel rrin review the c~tnl EMTALA log 
mnthly to veriiythat dl patients regardless d mi 

Icestion (emergenwdepartmenf adult urgent care, o; 
pediabic urgent cue)  wli appear in chronological 
d a t a m e  order of when the patient presented In the E 
Defidendes w i O  be repcded to the HIM Director for 
czrmSve ach'on. The need for furl herd^ .&( 
win be reported to the QPIC zs appropriate. 

Responsible Pasition: 
HIM D l o r  
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Continued From page 16 
midday. when a third physician assumed patient 
care res~onsibiliies for the out-aoina ED 
physician. When inte~ewed, th; E6 Medical 
Director stated that physician staffing was 
sufficient to provide sdequate patient care in the 
ED. When asked 3 one Dh~Sician was sufficient tc 
provide coverage for the iain ED, in the event of 
abauma case, requiring one physician in the 
trauma mom, the ED Director stated that 
coverage was sufficient to provide supervision of 
the main ER. the uraent care areas and 
supervision of the t&ge and patient waiting 
areas. 

On 06/01/2007, during a QAPl committee 
interview, the ED Medical Director identified the 
average length of stay in the ED was 14 hours. 
Therehas no documented evidence provided for 
a ~ i a n  to evaluate the time reauired to see a 
physician following placemeniof a patient in the 
treatment area. There was  no documentation for 
a plan to evaluate Triage staffing to determine the 
time before nurse evaluation of a patient. 

2.a A tour of the ED service areas were 
conducted at approximateiy 1030 hours on May 
31,2007. It was learned that physician 
assis€ants(PA-Cs) had been initiating formal 
specialty back up consultations in the emergency 
department. It was also learned that physician 
assistants had been providing patient care in the 
uraent w e  clinic of the hospital. When 
interviewed, physician representatives initially 
disclosed that PA-Cs did not perform 
consultations in the emergency department. 
However, further discussions revealed that 
consultations were only initiated by PA-Cs. The 
back up specialist on call came to provide the full 
consultation. However, a review oi the closed 

12(m S WIUIMGTON A M  
LOS ANGELES, CA 90053 

ID PROVIDERS FLAN OFCOilRECTION 
(EAM C O R R H ; I M A m O N  SHOULD BE 

TAG CR0SSRcrulENCH)TOTHE PPPSUPRIAiZ 
omaENcn 

A'"+ 
Immediate Adionr 

noted abovean organized system to tnck and 
h d  wait times betvreen various steps in the ED 
has been created. When saclent data has been 
athered, the ED Collaborative Committee and 
ursing will evaluate the adequacy of triage staffin 

nUteS to determine if matter was reviewed. 

hndinq q 
mmedlate A-Som: 
n Ule new Ql Pian, hospital vAde and deparbnent 
pecjfic indicatDIs for problem m e ,  high risk areas 
ave been developed. These indimtors indude a 
eviw of comuih 2nd who L5 Performinu these I 

bnnanent Actlons: 
P e  monitoring process described belmv will be used 

ure the untinuing efiectiveness of these ccnecfiv 
The chair ofthe relevant mnsulting 

eparbnent will address with responsible perscmnel 
eficencies. 

- - ------ .- 
Evenl I ~ G C J D l l  ~ & s t y  lrz CA'oswmcrs ~f mnthuaticn sheet Page 
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record for Patient WO ravealed that a PAC vnote 
the formal consultation iorthis patient This 

~ ( t )  P R O V I D ~ W P U F V C W  
IOENnFIUrilON NUpW 

consultation was signed by the consultant 
ao~roximateiv one and one-half hours later. 
&re w k  nD written note provided by the 
consultant to veri ior  document the accuracy of 
the fmdings described by the P A 4  or to 
document a neumlogical evaluation for Patient 
=50. 

2 b. Patient S36 presented to the emergency 
department at 1030 hours.cn 3/20/07 ior 

0 MULTIPLE C O N S T R ~ O N  

A euaong; 

vomiting, lethargy, cough and congestion. 
Documentation indicated a shunt malformation 

WOATESURMY 
coM?lEiEo 

andlor iniection. A neumbgy consult was 
ordered. At 1230 hours, the physician's ass-stant 
was summoned to provide neurological 
consultation. The PA-C saw the patient to 
perform the neurology consultati=on without the 
presenca of a physician. The PA-C documented 
ihe recommended plan, in consultation with the 
neurologist, would be evaluation and 
management by a neurosurgeon on an urgent 
basis to assess theiunctioning of the shunt. 

Since neurosumeons were not available at the 
hospital the ~~~recornrnended transfer to anothe~ 
hos~ital. The child was in the ememencv 
deGrhTlent until 2200 hours but thek w& no 
documented evidence a neurosurgeon was 
contacted or that efforts were made to transfer 
the oatient to 'a hospital with this senrice availabk 
The patient was discharged to the mother's care. 
Cross reference A0455 
482.21 (c)(l)(w) QAPl PATIENT SAFElY 

The hospital must set priorities for its 
performance improvement activities that affect 
patient safety. 

I 

ID PROVIDGLS PIAN OF CORRECTION 
(Em CORRECTIVE ACTION SHOULD BE 

TAG CROSSiiEFEiiENCpTOTHE ATROPRUIiZ 
o m c m c n  

mmediate Actions: 
n the new Ql Ran, hcsi;ifal wide and dep&ment 

edSc indicators fcr problem prone. high risk areas 
ave been devekped. T h e s e ' m d b  Indude a 
w< of m u l k  and vho is perfaming these 

mcnltoring precess described below vnll be 4 

ting department wii address vith responsible 

the next 30 days. Monday through Friday, UR 
review ten randomly selected open m e d i i  
in the ED to validate that cansulk were 
ed by a physician and that uiere is a 

lting physician's n d e  and that the comulWlon 
timely. The Chair of the 

want department win be n M e d  ofdiLcrepancies 
immediate curactive action. Deficiencies will be 

e Phyfian Pericmanca Improvement 
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1. Patient B 3 came to the'emergency departmen' 
of the hcspitd at 2130 hours on 04/30/2007. 
Patient B 3 was experiencing audiiory 
hallucinations instructing him to drink bleach with 
the intent of suicide. Patient $ 3  was not 
evaluated by a physician until 0500 hours on 
05/01/2007 

SLMWPX STATZhENT OF E X l E N C I E S  
(EACH 0-CENCY MUST BE FRECEDED BY NLL 

REGULATORY OR LX DENTiPlMG ~ R h ' h T i O N )  

2ontinued From page 18 

Wi STANDARD is not met as evidenced by. 
Based on inteMews and a review of the minutes 
of quar i  assessment and peiformance 
imorovement committee minutes, the hospital 
faiied to ensure that high risk, problem prone 
patient care issues for Patients S, kB,!29. X9, 
$50. and G36. had been identified and tracked to . 
ensure patient safety. 

Findings: 

Policy and Procedure H38, mandates that the 
management of psychiam'c patients assessed as 
being a danger to self, a danger to others or 
gravely disabled must be taken directiy to the 
treatment area to have a medical screening 
examination. 

Patient ," 28 came to the emergency deparbnent 
with severe de~ression and was assessed as . . . .. . - . . - 
having suicidai ideation. Patient S 8  was logged 
in to the emergency department log at 2106 hour 
on 04/28/2007. Patient +28 was instructed to wail 
In the waiting area until 0015 hours on 
04/29/2007, three hours after arrival in the ER, 
when he was taken to the treatment area of the 
hospital. 

LOS ANGELES, CA 90059 

I0 P R O V I E X  PLAN OF WURECTION 
(EACH CORRECTNEACTION SHOULD BE ' 

CROSSR=ENtEO TO APmOPRIATE 
oma34m 

July I. 2007, UMiration Review Slaffrvill 
view at least 15% aF patients weekly to ta& and 

d data from arrival to triage and arrival to medical 
creerdng exam. Tme of arrival to Ume ofdficharge IS 

eked elecbnnically Vlicugh the -System for 
patients and bended weekly. Psychiatric patients 

?re induded In the data. The information goes to the 
Emergency Deputment Collaborative CommWe for 
+uation.The reports mi go to bcth the ED 
Committee and the QualiiRerfcrmame Improvement 
'kamitke (QPiC). vhich w i  repPlthis to the 
kecaLve Committee crQualiiCcum1 r e s p m y .  

+ul 
thenbthe Gweming Body. 

e ED Collaborative Cemmifie will wnsider 
vrhetherspedal studies tre rquimd w i t h  

p e d  to psychlabic patients. ifso, itvfii devslq, 
lansforsuth studies andfcwwd memoto QRCfor 

dermanent ~c t ions :  
s e  dbe mcnituing bdu~lvd l  assurethatthe 
efidenq cemairs ttlrecied. The Ql Divxtzwin 9 

qwide  remedial W m g  where a palem of deficient 

F== is detemp'ned. 
-. .. . 
nfiwmg& da% ~ e c S o n  vhll b e  done by the 
I&or of QualQ or her designee, vfi  use a checkfist 

Wm we& fcrmree &and men monthly 
erea8erb assure that data collection and trending k 

Ddidendes w 6 U  be addressed immediately 
res?cnsible SU~&U. Summaries d 
wll b e  fmwed to Q21C warn: 

rge 19 of 70 
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Jatient g 9  came to the emergency department 
Ji the hospital at 1655 hours on 04/28/2007. 
?atient 429 was suicidal with a plan and came to 
h e  hospital after ingesting an unknown quantity 
3f Elavil, a tricyclic antidepressant medication, 
known to produce cardiac toxicity in high dosage. 
Patient ,W9 was not taken to the treatment area 
f the emergency department until 1750, and not 
3valuated by a physician until 1800 hours. 

rn O L ~ P L E  m m u m o ~  
' 

A BUaDMG 

B. WIND 

Patient 6-49, presented to the emergency 
de~artment at on 3/6/07 at 0302 hours. with a 

(X)DATESURMY 
W M P L F  

0610712007 

&ef complaint of violent behavior, nottaking his 
medications and was experiencing auditory 
hallucinations. The patient had arrived from 
another hospital. the patient was  identified as 
having left without being seen at 0535 houffi. 

There was no documentation to indicate that a 
OAPl studvfor data emmulation had been - .. . - . - - 
implemen~ed~to evaluate patient wait times for 
psychiatric emergency patients requiring urgent 
evaluation. 

2 Patient +! 50 came to the hospital on 
02/2812007 for the evaluation of a neurosurgical 
emergency. Patient *50 experienced a delay of 
several days waiting for a higher level of care 
transfer. This adverse patient event was 
reviewed by the medical director of the 
emergency depvtment subsequent to the event. 
The medical director of the emergency 
de~vhnent assessed the auaiity of w e  for 
pakent :: 50 as  " deemed appr6priate " . 
However, this event was eduated by the risk 
management committee that noted that there 
were no written ohvsician assessments ~rovided . -  - 
for Patient +! 50,'n(; attempts at to 
physician contact, and an excessive wait time fol 
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Continued From page 20 
he transfer to be completed. There was no 
documented evidence to Indicate that the hospital 
evaluated this incident for periormance 
improvement to prevent a recurrence for a similar 
event When intenn'ewed on 06/01/2007, the 
CEO of the hospital was unable to say ii any othel 
cases of this nature had occurred. (Cross 
reference A0455). 

3. Patient #36 presented to the emergency 
department at 1030 hours on 3120107 with a 
presenting complaint of vomiting, lethargy, cough 
and congestion. Patient :: 36 had a 
ventriculooeritoneal shunt olaced for the 

STATEMENTOFD~C~P~UES 
AND PLAN OFCORRECTION 

treatmeni'of hydrocephalus. Symptoms appeared 
following a visit to the dentist Shunt malformation 

NAME OF FROVIDER OR SWFUGi . . 

~ 4 )  ML~LTIPLE W ~ O N  

A BULDlNG 

B WlNG 

(XI) P R O V I D ~ F L I G ( X X U \  
DENTlFlC9TION NLlhQ3m 

050578 

andlor infection was being suspected. A 
neurolow consult was ordered. At 1230 houffi. a 

(~3) OATS s u m  
Co- 

06RI7/2007 

P A 4  c&e to the pediatric area to assess the 
patient and perform the neurology consultation. 
The back up specialist on call list revealed that a 
neurologist was on call for the ED. There was no 
documented evidence a neurologist came to see 
the patient; however, the PA-C documented that 
the recommended plan, in consultation wiVI the 
neurologist, was for evaluation and management 
by a neurosurgeon on an urgent basis to assess 
the shunt. Since neurosurgeons were not 
available at the hospital the PA-C recommended 
transfer to another hospkal. The child was m the 
emergency department until 2200 hours but there 
was no documented evidence a neurosurgeon 
was contacted, or that efiorts were made to 
transfer the patient to a hospital with this senrice 
available. The patient was discharged to the 
mother's care with instruction for the child to be 
seen at the neurosurgely clinic 
482.21(~)(2) QAPI FEEDBACK AND LEARNING 
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. Ccm;)rom%e Patiwit care ham 0-d. These 
@es ue brought to the atlonticn of the Departmmt 
Chair and nursing leadership, as qprcpn'ate. If the 
h a i r  or nurssolng leadership believe it necesstry, the 
&e is reviewed in detaa and then repoded at me 
Department meeting. A dedsion is then made 
1 ether new hdicatws should be added to the 

qaartmenfs qu2bi lmpmement actithis. f 
ermanent Actions: 
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This STANDARD is not met as evidenced by: 
Based on interviews, a review of hospital 
documents and 2 review of minutes of the qualii 
assessment and performance improvement 
committee, the hospital failed to ensure 

A 156 

I performance improvement activities implemented 
~reventative actions and mechanisms to ensues 

Continued From page 21 
Performance improvement activities must 
implement preventive actions and mechanisms 
that include feedback and learning throughout the 
hospital. . . ' 

hat  patients (SO and $36 )received requested 
neurosurgical consults by providing that on call 
specialty. In add'ticn, the hospital failed to ensurc 
that medical screening examinations were 
pmvided by qualified staff;unsupervised by the 
medical stafi to Patients S 2 ,  #63, M.865, 
866 and $67. 

I Findings: 

I 1. Patient :: 50 came to the hospaal on 
0212812007 for the evaluation of a neurosurgical 
emergency. A neumsurgeon was actually on call 
to provide back up specialty consuitation. 
However. the ED physician failed to contact the 
oncail physician. ~ i t ien t  B50 e~perienced a 
delay of several days waiting for a higher level of 
care transfer. This adverse oztient event was 
reviewed by the medical director of the 
emergency department subsequent to the event 
The medical director of the emergency 
department assessed the quality of care for 
Patient 
#SO as "deemed appropriate." However, when 

this event was evaluated by the risk management 
was noted that there were no written 1 physician assessments pmvided for Patient 
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findins I and 2 
Immediate Actions: 
The Interim Chief Medical Officer sent a 
memorandum to all dinical services M c b ' n g  
them.to assure that all staff are informed whenever 
a change In the'sxpe of chid services available 
dthe hcspiW ccurs. (Attachment V) 
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Continued From page 22 
#SO, no attempts at physician to physician contzct 
to expedie a transfer, and an excessive wait time 
for the transfer to be completed. 

Interviews conducted with the Medical Director of 
the hospittl on 06/01/2007 and a review of an 
administrative document of 03/07/2007 and -. -. . . . . - . - .. - 

03/12/2007, revealed that neurosurgical back up 
specialty wverage h2d been scheduled to 
terminate on 02.l2812007. However, arrangernenk 
had been made to extend neurosurgical coverag€ 
by staff neurosurgeons "through W ~ O P  

. 

Medical staff intewiews revealed that the 
Emergency Department physicians were not 
informed that contractural coverage had been 
extended and available. 

2. Patient 3 6  presented to the emergency 
department at 1030 hours on YZOIO7, with a 
pr&&ting complaint of vomiting, lethargy, cough 
and congestion. Patient :: 36 had a 
ventriculoperitoneal shunt placed for the 
treatment of hydrocephalus. Shunt malformation 
andlor infection w2s being suspected. A 
neurology consult was ordered. At 1230 hours, a 
P A 4  m e  to the pediatric area to assess the 
patient and perform the neurology consultation. 
The back UD s~ecialist on call list, revealed that a 
neuroloais&& on call for the ED. There was no 
docum&ed evidence 2 neurologist came to see 
the oatient: however. the PA-C documented that 
the kcomkended pian, in consuitation with the 
neurologist, was for evaluation and management 
by a neurosurgeon on ur urgent basis to assess 
the shunt 

A neumsurgeon was on &I to provide 
consultation in the ED; however, there was no 
evidence the physician was called to provide 

i .  

! 

Event ~:OCIDII Fas ly  k2 CAE- If mntlnueticn she1 

appropriate wmuU m thk case 
a ne&erycomultw 
to be necessny because further 
no shunt malfundien. Nevertheless 

aware dthe smpe  of 
at the hospihl.the interim 
has imbMed all dinid 
thz? all staff are infamed 

af dinid sdces 

U 3 cf the monitoring belmmli assure that the 
d I C ~ Y  remaremam M e d e d .  The Chief Medical 

cervdl take adim if driiment pladices are 4 Idytified. 
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I consultation. Since neurosurgeons were thought 
to not be available at the hosoital. the PAC 

I recommended transfer to a hospi& with 
neurosurgical coversge. The child was in the 
emergency department until 2200 hours, but 
there was no documented evidence a 
neurosurgeon wai  contacted, or that efforts were 
made to transfer the patient to a hospital with this 
senn'ce available. The patient was discharged to 
the motheis care with instruction ior the child to 
be seen at the neurosurgery clinic. . 

When inteNiewed on 06/01/2007 at 
appmximately 1400 hours, the qualii assurance 
committee, the medical director of the hospital, 
the medical director of the emergency departmeni 
and the CEO of the hospital were unable to 
determine if a similar neurosurgical events had 
occurred. 

I When requested, the hospital was unable to 
~rovide documentation that a written ~ l a n  h2d 
been implemented by the quali i  &ssment, 
performance improvement committee to identify. 
track or prevent similar subsequent adverse 
patient events. 

3. When inte~ewed at approximately 1630 hours 
on 6/1/2007. the Hospital Administrator ior Los 

1 Angeles County, and-representative of the 

I govemlng body, the entity responsible for the 
Iwd otrtcomes and resoonsible for the dav to dav 
operation of the hospitai were unaware thit 
mid-level practitioners, specifically physician 
assistants, were operating in the urgent care area 
of the emergency.department of the hospital, 
performing medical screening examinations, 

I assessing, medicating and discharging patients, 
~nsupenn'sed by a member of the medical staff. 

J 

- 

rmanent Asb'ons: 
e of the rnonltcring below will assure that the 
fidencyremains corredert h e  Ql directorvrill 
>vide rernedlal haining where a paltern of defident 
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The Hospital Administrator was unaware that the 
Medical Staff bylaws had no provision to permit a 
physicitn sssistant to perform emergency 

. 
de~arbnent medical screening exminations ior 

~ 1 )  P R O V I D F V S U F P U ~  
I D ~ R O N  NUMB= 

050578 

p&ents presenting for the eduation of an 
emergency medical condition. 

Patients $62, %3, M, %5,$66, and S67 had 
been triaged on 5/31/2007 and sent tothe urgent 

(%2) MULSIPE OONSSi(UCn0N ' 

A BUILDING 

B. WING 

care unlt bi emergency department. No 
documentation for ohvsician oversiaht for these 

W D A E S M  
C O M P L E  

omIz007 

was evideit 6r provided. $hen 
intenn'ewed on 5/31/20007 at approximately 1030 
hours, the PA-C readiiy disclosed that an . 

' 

emergency department physician came to the 
urgent cue area periodically to sigmoffthe 
&ark. However,no written~entries to document 
the aualitv or aooro~riateness of e r e  was 
&dint f he  p h b i c b  assistvlt revealed that the 
charts h2d been signed well after discharge of the 
patients from the emergency department. 

4. The physician contract to provide neurosurgical 
coverage to the hffipital expired on 04/30/2007. 
The governing body meeting minutes 
documented a continuing need for this coverage 
and a plan to provide this service, however, as of 
06/07/2007. this olan had not been im~lemented 
toirevent &mil&patient safety issues. Cross 
reference to ~0028. 
482.21(~)(3) QAPl IMPROVEMENT ACTIONS 

The hosp'tal must take actions aimed at 
performance improvement ' 

This STANDARD is not met as evidenced b y  

I LOS ANGELES, CA 90059 
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nition Responsible: 
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Bved on interviews, a =view of documents and 
a review of minutes of the au&v assessment 
performance improvement committee, the 
hospital failed to ensure that perfonnanca 
improvement action plans had been implemented 
to prevent subsequent adverse patient events. 

Findings: 

Patient :: 50 came to the hospital on03/28/2007 
for the evaluation of a neurosurgical emergency. 
(See A W ) .  

Interviews conducted with the Medic4 Director of 
the hosoital on 06/01/2007 and a review of an 
idminis'trative document of 03/07/2007 and 
03/12/2007, revealed that neurosurgical back up 
specialty coverage had been sch'eduled to 
terminate on 02/28/2007. However, arrangement 
had been mao'e to extend Neurosurgical - 
coveraae bv stafi sumeons" throuah 042007." 
Thus, l&k*up speci& neurosur&al coverage 
and intervention by staff surgeons had been 
provided. Emergency deparbnent physicians 
were unawue that contr2chrral coveraae had 
been extended and available. The emergency 
department physician thus failed to notify the 
on call neumsurgmn of the presence of Patient 
$50, who required urgent surgical intervention. 

The physician contract to provide neurosurgical 
coverage to the hospiW expired on 04/30/2007. 
The governing bodymeeting minutes 
documented a continuing need for thls coverege 
and a plan to provide this service, however, 2s of 
06/07/2007, thls plan had not been implemented 
to orevent similar ~etient safetv issues. 

LOS ANGELES, CA 90059 
PROVIDE3S PLAN OF CORRECTlON 

(EACH CoRRECXE ACTIONSHOULD BE 
TAG C ~ ~ C S S - R ~ ~ ~ ~ O ~ A P P ~ ~ O ? R U \ E  

D E n r n C Y I  
I 

A 157 Immediate Action: 
The Interim Chief Medical Ofiicer sent a 
memmndum to ail dinical services insbucfing 
them to assure that an staff are Informed vhereve! 
there is a change In the scope of clinical services 
available at the hmpiW. 

Permanent Action: 
The monitoring process described below will be 
used to assure the continuing effectivenek of the 

Responsible Pcsition: 
Chlef Medical Officer 
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The hospital's governing body (or organized 
group or individual who assumes full legal 
authorih, and remonsibimv for ooerations of the 

I hospitai), medic& sW, a i d  administrative I 
are responsible and accountable for 

ensurina that soecific QAPl oroaram . - 
requireients &e met 

I This STANDARD is not met as evidenced by: I 
I Based on interviews, review of documents irom 
the hosoital. a review of minutes of committees 

A 167 1 Continued From page 26 

from the ho-spikl and a review of 68 closed 
medical records, the governing body failed to 
ensure that speciiic QAPl program requirements, 
to f m s  on high risk-problem prone areas of the 
ED service, and taking corrective adion to 
improve patient safely, were met. . 

A 167 

. 

I findings: I 

Immediate 
The Governing Body appmved a Quality lmpmveme 
Plan which vras developed by theQuaGty Council th 
fttuses on problem prone, hlgh risk areas of the h a  
Under Vie approved Ql Plan data mnected from an 
hcspital departments k reported to the QPIC. Montt 
the QPIC will evaluate data, including data that only 
physicans do all medical saeening examinzdions in 
EO, aeate  mrrective actiom as  necessary, and rep< 
me auarw Council and Exeutive Corn- and as 
appropriate. the Governing Body. Additionany, each 
standmg meeting the QuaIiiCoMdl win review the 
findings of any Sentinel Event review findings. The 
fmdingf wll be re?oited to the Executive C a m  
Gover(ling Body. The conective 2cticn plans wiii be 
d~seminated lo aII hcspitai deparbnenk and s e r v i ~  

i. When interviewed at approximately 1630 hours 
on 6/1/2007, the Hospital Administrator for Lcs 
Angeles County, and representative of the 
governing body, the entity responsible for the 
legal outcomes and responsible for the day to dav 
operation of the hospG were unaware th& 
mid-level practitioners, specifially physician 
assistants. were operating In the urgent care 

I ofthe emergency d e p h e n t  of thehospital. I 
performing medical screening examinations, 
assessing, medicating and discharging patients, 
~nsupervised by a member of the medical stafi. 

I The Hospital Adminisbator was unaware that the 
Medical St& bylaws had no provision to permit a I 

I physicivl assisant to perfoh emergen+ 
department medical scrsening eminations for I 

nitcring: 
e Governiw Bcdy maniton the m e s s  6 t h  

Ian thiough monthly reputs frcm the QualiiCwru 
ach Governing Bcdy meeting. 
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Zontinued From page 27 
m'ents presenting for the evaluation of an 
mergency medical condition. Patients.%Z, M, 
W, W ,  366, and 
S 7  had been triaged on 5/31/2007 and sent to 
ffie urgent care unit of emergency department 
No documentation for physician oversight for 
ffiese oatients was evident or ~rovided. When 

Wj MULTIPE WNSmUCTlON 

A BUILDING 

a WING 

interviewed on 5/31/20007 at approximately 1030 
hours, the PAC readily disclosed that an 

CjO) DATE S W  
W M P L ~  

0&7~007 

mergency department physician came to the 
uraent care area oericdicallv to sian ofi the 
c<&. ~owe<er,'no writtenentri& to document 
the quality or appropriateness of care was 
evident The physician assistant revealed that the 
charts had been signed well after dischaige of the 
patients from the emergency department 

Cross reference to A0156. 

2 Cross reference to A0153, for failure to identify 
high risk patient safety issues to influence 
performance improvement. 
482.21(e)(l) EXECUi'IVE RESPONSlBlLlTlES 

The hospital's governing body (or organized 
arouo or individual who assumes full legal 
authority and responsibility for operatiois of the 
hospital), medical staff, end administrative 
officials are responsible and accountable for 
ensuring that an ongoing program for patient 
safety, including the reduction of medical errors, 
is deiimed, implemented and maintained. 

This STANDARD is not met as evidenced by. 
Based on interviews, a review of documents 
supplied by the hospital, and a review of closed 
patient records, the hospital's governing body 

I t2rm ~WILMI~~GTC~NAVE ~ 

LOS ANGELES, CA 90059 

the Governing M y ,  a new Ql 
was developed and implemented. In the new QI 

lan, hospital-wide, departrnentspedfic indicdors for 
roblem prone, high risk ares  have been developed 

p e s e  Indicators s p e d f d y  lcck ai ansulk in the ED 

donitc*nion da taded=n  vill bc done by Me Dired cf Qutlily or her designee, win use a ch&ist every tw 
eks fathree m a &  and then rncnthly t h m  to 



Continued From page 28 
failed to ensure that an ongoing p r o g m  for 
patient safety, including the reduction of medical 
errors. had been defied. im~lemented and - .  
maintained. 

Findings: 

Patient %O came to the emergency deparbnent 
of the hospital for evaluation of an emergency 
medical condition on 2/28/2007. Patient $50 was 
dizanosed with a brain tumor resultino in 
ob&uctive hydrocephalus, requiring 'SW 
transfer for a higher level of cue for emergent 
neurosurgical intervention. When reviewed, the 
medical record for Patient S O  failed to disclose 2 
physician intervention to stabil'i, treat, or to 
effect a physician to physician dialogue to 
facilitate the transfer. The medical record for 
Patient %O failed to contain any progress 
zssessments to evaluate the neurol&A status 
for the oatient On 3/3/2007. the famihr of Patieni 
i50  si&ed the patient out oithe facii6 and went 
directiy to a local general acute care hospital 
whereneurosurgical intervention was performed 
in the ememencv room, in an efiort to relieve the 
pressure oGthe brain ai Patient SO. 

When reviewed, the medical director of the 
emergency department wrote that Patient $50 
had received appropriate physician w e .  
However, a "Case Review Summary," performed 
by risk management noted that there w s  a 
"Failure to document physician assessmentg and 
a "Delay in trapsfer toaneurosurgical bed." 

When reviewed, during the survey of 5/28/07 to 
6/7/07, there was no documentation to indicate 
that the ~oveming body h2d Initiated or requestel 
a program to ensure patient safety or to reduce 

Event 1D:GC.J 
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Continued From page 29 
medical errors. There was noWritten 
documentation to indicate that the governing bo@ 
had implemented or maintained a p r o m  to . - 
redukmedical errors. 
482.22 MEDICAL STAFF 

The hospital must have an organized medical 
staff that operates under bylaws approved by the 
governing body and is responsible for the qu&i 
of care provided to patients by the hospital. 

This CONDITION is not met as evidenced by: 
Based on inte~evrs. a review ofthe medical 
staff bylaws and t h e ~ l e s  and regulations of the 
medical staff, the hospital failed to ensure that an 
organized medical stafi operated under bylaws 
approved by the governing body 2nd was 
responsible for the qualiiy of care provided to 
patients bvthe hospital. The hospital failed to 
ensure th& the medical staff hadbeen organized 
and integrated as one bcdythat operatedunder 
one set of bviavis a ~ ~ r o v e d  bvthe aovemina 
body. The iiospitaliiiled to &sure-that the- 
medical staff bylaws applied equally to all 
practitioners within each category of practitioners 
at all locations of the hospital and to the care 
provided at all locations 6f the hospital. The 
medical staff is responsible for the quality of 
medical care provided to patients by the hospital. 

Findings: 

1. The medical staff failed to enslire that 
emergency deparbnent staifing had been 
consistent with the medical stafi bvlav~s and 
appropriate to meet the needs of the patients 
presenting for evaluation of an emergency 
medical condition: (A0186) 

Even t l aOW~ 

LOS ANGELES, CA 90059 
PROVIDS3S W OF WilRT-CTION 

(EACH ~ O R R E ~ ~ A C T I O N  SHOW BE 
cm 

C R D S S ~ ~ ~ ~ = ~ L &  X) THE APPROPRIATE 
D m a m  

emanent Action: 
se ofthe monitming below vrill assure that the 

onitoring: 
Director bf Quality Improvement or her design 

use a cheeklist every Wm weeks for the first 
onths. and then monthly thereafter, to assure that I 
ata uliecdon and trending is ocxming. Deflcienci s 

1 
sition Responsible: 

Finding 3 
Immediate Action: 

e lnteiim Chief Medical Officer at each Medical 

resolved. 

Permanent Actions: 
Inform and reinforca with ohwidans that they may I 
cmfidentially and anonynicisly repcrt any &re 
kcern, including .+verse event, medicaticn 
staffing concerns. thrcu~h the Patient Safety New k 7 .  ' 

hlonitoring: 
DHS staff and hospital risk management monitors e 
assures follow-up of matters raised on the Patient 
Safety N e w .  

immediate Action: 7/9/07 
The Gwerning Scdy. d n g  thrcugh the director of 

since the last reporl that such e fact be stated 
( ~ t t a c h m e n t q z  
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2. The medical staff failed to evaluate the waiting 
times of patients presenting to the emergency 
department (A0153) 

3. The medical staff failed to appropriately report 
concerns of the medical staff to the governing 
body to influence the quality of care being 
provided to patients in the emergency 
department. 
(A01 85). 

W) MULTFLE CONSmUCTlON 

A BUMING 

&WING 

4. The medical staff failed to enforce its own 
bylaws to ensure the quality and appropriateness 
of care for each of its patients presenting to the 
emergency department for the evaluation of an 
emergency medical condition. (A0186). 

0 DATE SURMY 
C ; O M P L E  

06nn12007 

The wmula t~e effects of these systemic 
problems resulted in the medical staff's inability tc 
ensure the provision of rnedical care in a safe 
envirqnment 
482.22(b) MED STAFF ACCQUNTABIUPI 

The medical staff must be well organized and 
accountable to the governing body for the quality 
of the medical care provided to the patients. 

The medical staff must be'organized in a mannel 
approved by the governing body. 

If the medical staff has an executive committee, ; 
majority of the members of the committee must 
be doctors of medicine or osteopathy. 

The responsibility for organization and conduct o 
the medical staff must be assigned only to an 
individual doctor of medicine r3 osteopathy or, 
when permitted by State law of the State in whict 

FORM ~ ~ ~ 2 5 6 1 ( m - 9 9 )  P m k  Versbm Obsolcto 

STRoFPDDRESS, CrPl, SATE Z P  CODE 
12021 S WILMMGTON AVE 
LClS ANGELES. CA SOffi9 

he Senior Medical Director. s a delegate of the A 181 0veming Body. will attend and partici~ale in the 

ues are addressed by the hospital prooesses. 

onltering: 
Administration will review reports to Goven 

Body to assure that cases raising sys:emio issues a . hduded Deficiencies vnll be address with PSA 
Resident and Medical Administation. I 

esponsible Person: 
timpitai Administrator 

CO 
a m w x  
DATE 

1 

age 31 of: 
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hntinued From page 31 
h e  hospital is located, a doctor of dental surgery 
~r dental medicine. 

This STANDARD is not met as evidenced b y  
3ased on Interviews, atour of the emergency 
iepariment and service areas and a review of 
iacilii documents, the medical staff failed to be 
  ell organized and accountable to the governing 
mdy of the hospital, for the quality and 
appropriateness of care being provided to 
~atients presenting to the emergency depariment 
for evaluation of zn emergency medical condition. 

Findings: 

A tour of the emergency department was 
conducted on 5/31/07 at approximately 1030 
hours. Interviews were conducted with the 
Medical Director of the emergency department 
and MD S, a staff emergencyphysician. It was 
stated that two physicians were.provided to staff 
the emergency department for the majority oi the 
hours of the day. A third physician was provided 
for approxirnately two hours, midday. The 
medical director stated that the emergency 
department was "over staffed' and had more thar 
sufficient physicians to provide for patient care. 

when asked what physiaan staffing plans were 
available when one ~hvsician left the main - - 
department to providecoverage for a trauma 
patient, or to supervise patients in the Urgent 
Care area, or to leave the department for a meal 
or break, or to evaluate events in the wailing 
area, it was stated that physician coverage was 
more than adequate to meet the needs of the 

STRm ADDRESS, CiTY, STATE4 ZIP CODE 
12(m S WiLhlMGTON AVE 
LOS ANGELES, CA 90059 

PRDVlOEX PUW OF CORR-mON 
(EACH CORRECTNEA!TlON WOULD BE 

TAG cROsSREFZENCE0 TO THE APPROPRIATE 
o n m o f l  

. ,,,immediate Actions: 

prsing flow sheet 

reprogrammed the central log to default to . 
in date time sequence regardless of 

ermanent Actions: 
se of all monitcring below vrill assure that the 

~eficiency remains conected. The HIM director will 
rovide training where a pattern of deficit practice is 
elermined. 

ton~toring: 
egfnnlng July 1.2007. PFS personnel review the 

Persons: HIM Director and ED 
dical Directm 

T e lntenm Chief Medical Officer at each medical 
d i p q m e i  meeting diswssed the requirement that 
issues and ccncems are to be disdmed and oDenly 

~klc-21 Staff were reminded to follow chain of 
cqnmand when issues are not address~d snd 

j7(02.es) ~nvious vem-~~~~olorn Event laGWD11 ~~/~~ If mntinuation s h e  

contributing factors, rcot &use 
The information and any foilow- 
to the Medical Executive 

consideration and input and, if 
the Governing Body. 



? R i m  06&2/2007 
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
C-S FOR MEDICARE & MEDICAID SERVICES OM5 NO. 09380391 

LAUMARTiN LUTHER KING JR GEN HOSPITAL 

050578 

i w m  
FRESX 

TAG 

(~3) DAE SLLTEY 
, C O W L S  

STA-OF E&CI=NCI=S 
AND F U N  OFCORRECilON 

SUMMARY SiA- OF OWCl34CIES 
(E4G-i DEFICIENCY MUST BE PRECEDED 3Y FULL 
R-mu.rniM OR LSC I D ~ N G  ~ ~ U I A T I O N )  

- 
MAME OFPROVIDER OR SUPPUER 

6. WING 

antinued From page 31 
i-le hospital is located, a doctor of'dental surgery 
>r dental medicine. 

pi) ~ a o v m a m r p ~ u m c w  
IDEWRCATION NUhQ61: 

06/07/200? 

This STANDARD is not met as evidenced by. 
Based on interviews, a tour of the emergency 
department and service areas and 2 review of 
iacilii documents, the medical staff failed to be 
well organized andaccountable to the governing 
body of the hospital, for the qual'rty and 
vpropriateness of care being provided to 
patients presenting to the emergency department 
ior evaiuation of an emergency medical condition. 

rn ~ L ~ P E  CONSTRUC~ON 

A BVlLOlNG 

Findings: 

A tour of the emergendy department was 
conducted on 5/31/07 at approximately 1030 
hours. Interviews were conducted with the 
Medical Director of the emergency department 
and MD S, a staff emergency physician. It was 
stated that two physicians were provided to staft 
the emergency department for the majority of the 
hours of the day. Athird physician was provided 
for approximately two hours, midday. The 
medical director stated that the emergency 
department was "over staffed" and fiad more than 
sutiicient physicians to provide for pap'ent care. 

When asked what physician staffing plans were 
available when one ~hvsician left the main 

pa'tient, or to supervise patienk in the Urgent, 
Care area, or to leave the department for a meal 
or break. or to evaluate events in the w2iting 
area, it was stated that physician coveragewas 
more than adequate to meet the needs of the 

I ADDRESS, CKY, STATE a P  CODE 
12rm S !MLhTiNtTON AVE 

I 
m 

PREFIX 
TAG 

- 
A 185 

I LOS A ~ ~ E S ,  CA 90059 

I PROVUlEiS PLAN OF CORRECTlON 
C O R S A G l l O N  SHOULD BE 

CROSST(EFEI3ENCEDiO W- APPROPRIRTE 
o n c m w  I 

Background: 
The ED Medical Direstor misspckiwhen reviewir 
ED staffing. A review cf the staffing schedules f a  
July reflects the following: 

The main Emergency Department is currently . 
staffed with three physicians each shift Ths ailm 
for coveragewhen one physldan leaves the mas 
department for any reason. 

The urgent Care is stafied with one physldan fro 
800 a.m. to 12p.m.. 0 0  physicians from 1200 
p.m. to 800 p.m. and one physician from 8:00 p.r 
- 1200 a.m. Urgent Care Is dosed from 1200 a.1 
to 8:OO a.m. 

Physician coverage can be redbmbuted as needc 
and is adjusted baed on need. 

Immediate Action: . 
As discussed in more detail on page 30 above, th 
hospital is tracking and trending a vaiiety of data 
mit times in the ED. When adequate data is 
available, the De?artment of Emergency Medidne 
m'll re-evaluate standard ED staffing patterns end 
nake modifications as appropriate. 

"ermanent Action: 
Fhe monitoring process described below will assu 
he effectiveness of this conmve aaon. 

Vlonitoring: 
The Chief Medical Offcerwill review the minutes I 
he Department of Emergency Medicine to assure 
hat the re-evaluation cc=urs. 

Zesponsibie Position: 
:hi& Medical Officer 

I 
Event lRGWD11 Facility iR U\O 3(02-99) ~;evbusVe&m Obdcto If mntinlrtion sheet Page qf 7C 
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Continued From page 32 
emergency department patients. During this tour, 
it was learned that Physician Assistants (PA&), 

W O F  PilOVIDGI OR SUPPUER 

psj MULTIPE W-C~ON 

A BUILDING 

B.wm 

were providing autonomous coverage in ihe 
urgent care unit of the emergency department, 
without physician supervision. Cross reference to 
A0028. 

(X3) D A E  SURVEY 
w m  

06/07/2007 

When asked to provide a plan ior the evaluation 
of patient waiting times, the medical director 
stated that charl reviews were conducted to 
provide documentation o i  the quality of care. 
However, these were not produced when 
requested. When interviewed. it was revealed 
that the average time to be evaluatedand . 
discharged from the emergency department was 
14 hours. The medical director of the hcspiW, 
and medical director of the emergency . 
department stated that long wait times were the 
norm in ail hospital emergency departments. 
Please see A0459, Number 2 for examples of 
long patient wait times. 

Separate confidentid inte~.ews were conducted 
with two long term stail physicians on 06/01/2007 
at vloroximatehr 1230 hours Both ohvsicians 
stated that there was considerable d o b m  
regarding physician staffing in the emergency 
deparbnent Both physicians stated that a new 
emergency physician group had assumed - .  
respokibft) fbr the emergency department on 01 
about 121011 2006. Both physicians were 
concerned that long wait times were a result of 
insufficient physician staiiing to provide coverage 
for the natient oo~ulation, known for its hiah 
acuity, u n d e ~ e ~ e d  population. Both ph$cizns 
independently stated that they were powerless to 
effect any change through medical staff or . 
governing body intervention. 
482.22(c) MEDICAL STAFF BYLAWS 

~(02.53) RW& vcrshm 0b53hb , EvenllRGWi: 

Chief Medical Officer notified the ED Medical 
ireotor that physician assistants shaii no longer 

medical s m n i n g  examinations. 

e ED Medical D i r & ~  Informed the physician 

ed to s u r e  the continuing effectiveness of 

. .. - . . . . - . . . . -. 
For tho next 30 days. Monday thrcush Friday. 
Qual:ty Improvement staR \rill review ten rzdomly b elected oaen medical records in the ED to .........v. ~. ..-- -~~ -~ 

mlldate that medical screenicg e!aminatim u e  
perfcrmed by a physician. The ED Medical 
Directcr will be notified ofdis~e9ancies fCr 
immediate carrecfjve action. 
Responsible Positions: . . 
Chief Medical Officer 
ED Medical Director 

Immediate Action: 
The Interim Chief Medical &cer at each Medical 
Department meeting discussed the requirement 
that &sues and concerns are to be'diidosed and 
openly discussed to identifymhibuting factcrs, 
root cause and a pian of action. The information 
and anyfoilmv-up vriil be presented to the 
Exeative Committee f a  consideration and Input 
and, if appropriate. to the Governing Bdy. 
Medlcal staff were reminded to follmv chaln of 
command when issues are not addressed M 

resolved. 

A 186 

Permanent Action: 
inform and rdnforce with physicians that they ma) 
confidentially and anonymously report any care 
concern. Including adverse event, medication 
errors, stafiing concerns, thrwgh the patient 
safety network. 

F ~ C I L ~  la a- If continuation she8 
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The medical staff must adopt and enforce bylaws 
to carry out its responsiniries. 

This STANDARD is not met as evidenced by: 
Based on interviews, a review of selected 
documents from the hcsp.tal, and a review of 
dosed patient medical records, the medical staff 
fu7ed to enforce *ts own bylaws to ensure the 
quality and appropriateness of care for Patients 
3,#28,,W9, and 1749, presenting to the 
emergency department for the evaluation of an 
emergency medical condition. 

Findings: 

1. Patient $3 came to the emergency deparbneni 
of the hospital at 2130 hours on 04/30/2007. 
Patient :: 3 was eweriencina auditow 
hallucinations inshcting hi6 to drini bleach with 
the intent of suicide. ~aiient :: 3 was not 
evaluated by a physician until 0500 hours on 
05/01/2007. 

2. Patient 2 8  came to the emergency 
decarbnent with severe de~ression and was 
assessed as having suicidd ideation. Patient #28 
was logged in to the emergency department log 
at 2106 hours on 04/28/2007. Patient S 8  was 
instructed to wait in the waiting area until 0015 
hours, on 04/29/2007 when he was taken to the 
treatment area of the hospital. 

3. Patient S 9  came to the emergency 
department of the hospital at 1655 hours on 
0412812007. Patient #29 was  suicidal with a plan 
and came to the hospital after ingesting an 
unknown quantity of Elavil, a tricyclic 
antidepressant mediation, known to produce 

I -ADDRESS. CEY, STATE4 Z? CJDE 
1ZGZl S WlUAlNGTDN AVE 
LOS ANGELES. CA 90059 
A 

ID 
PREFlX 

TAG 

FROVIDGPS PLANOF CORRECTION 
(EACH C o R R E E  ACTON SHOULD BE 

cilOSS-REFamcmm THE APPRO~IATE 
D W C I r n  

ychiabic evaluations are now provided by the 
s Angeles County PMRT personnel because 
!re is no longer an inpatient psychiabio service 
this facilii. 

mediate Actions: 
e Psychialric Transfer Preparation and 
magement form has bean revised and now 
dresses the documentation status of pending 
lRT mnsuitations and inpatient bed placement 
patients in the ER This form indudes: 

lachment W) 
~ c e n i e  Registered Nume will document 
Psych Risk assessment at Initial 
assessment and with subsequent 
reassessment every s h i i  Assess for (1) 
danger to self (2) danger to others (3) 
ldentifv sitter at bedside bv name. 
~r iag& Psych patients meking any of 
the risk criteria are not to wait in the 

sine&-(nursing attendant) dccument 
lnterventiws and patient's behavior 
had". . Fdimv-up a minimum of every four hours 
fm the status of the pending PMRT 
evaluation and bed availability. The 
ilcensed nursevdil document in the . 
patient's medical rezord the above 
status a minimum of every four hours. 
Upon dlsmvery a licensed nurse will 
immediately notify the charge nurse and 
physician of any elopements cr 
dlliiculties with placement 
The staff vill maintain a daily log book in 
whld they vrill keep the patienrs 
individual sta!us report. Once psychiatric 
report icg  sheet is used fcr m e  patient 
within a 24 hour period. . The a b m  log will be kept in the ED in a 
binder labeled Psychiatric Patient Daily 
Lcg. 
Charge Nurse: psych patients will be 
identifed on the daily patient list and 
faxed to the Department of Health 
Services menfa1 health liaison. 
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I The medical staii must adopt and eniorce byizw 
to carry out its responsibilities. 

This STANDARD is not met as evidenced by: 
Based on interviews, a review of selected 
documents from the hos~ital, and a review of 
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IDENimU\ilON NUMXil: 
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I closed patient medical &cords, the medical staff 

I failed to enforce its own bylaws to ensure the 
aualtv and a~~rooriateness of care for Patients 

w mil= w ~ s ~ i l u c i i o ~  
A BURDING 

a WING 

1 & , ~ k ,  +29,'&d'%9, presenting to the 

M OAE sw 
COhPETrD 

06/07/2007 

emergency depvtmeni for the evaluation of an 
emergency medical wndton. 

I Fidings: 

I 1. Patient :: 3 came to the emergency departmen 
of the hospital 2t2100 hours on 04/30/2007. 
Patient p 3 was experiencing auditory 
hallucinations instructing him to drink bleach with 
the intent of suicide. Patient # 3 was not 
evaluated by a physician until 0500 hours on 
05/01/2007. 

(2. Patient428 came to the emergency 

I department with severe depression $d was 
messed as havina suicidal ideation. Pati~nt 2 8  
was logged in to t h i  emergency department log 
at 2106 houn on 04/28/2007. Patient 2 8  was 
instructed to wait in the waiting area until 0015 
houn, on 04/29/2007 when he was taken to the 
treatment area of the hospital. 

3. Patient $29 m e  to the emergency 
department of the hospital at 1655 hours on 
04/28/2007. Patient #29 was suicidal v~ith a plan 
and came to the hospital after ingesting an 
unknown quantity of Elavil, a tricyclic 
antidepressant medication, known to produce 

1 I0 

mGD( 
TAG 

3 ADO~(ESS, mi, STAT=- ZP 
1ZlS SLMINETON AVE 
S ANGELES, CA 90059 

PiiOvlDUS PLAN OF CORRECTION 
CECH COilRZCTN-=ACnON SHOULD BE 

C f i O ~ E N C E D m  TdE APPROPRIATS 

The monitcring plan set  forth below vrill be  used 
to assure the untinulng effectiveness of the 
m e d i v e  actlow. The ED nurse manager wiil 
address defidendes with respensible personnel. 

Monitoring: 
The lcg book will be reviewed weekly to identify 
a y  defidendes and take corrective action as 
deemed necessary. The ED Collaborative 
Commltkee \nU 
review the data monthly. Quarterly the QPIC will 
evaluate the data. create corrective actjon ts 
needed and report10 Quality Cwndl  and 
Exewtive Commlneo and, as appropriate. 
Governing Body. 

Responsible Person: ED Nurse Manager 
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hntinued From page 34 
Miac toxicity in high dpsage. Patient %29 was 
lot taken to the treatment area until 1750, and 
lot evaluated by a physician until 1800 hours. 

1. Patient presented to the emergency 
department on 3/6/07 at 0302 hours, wf i  a chief 
mmolaint of violent behavior. not takina his 
nedkations and was experiencing aud'o~y 
?allucinations. The patient had arrived from 
mother local area hospital. The patient was 
denmed as having left without being seen at 
3535 hours. 

Policy and Procedure el 18, Management of 
Psychiatric Patients, mandates that psychiatric 
aatients with vsessed  risks for beina a danaer 
k~ self. a danger to others or gravely &able& 
must be taken directly to the treatment area to 
have a medical screening examination. the 
aovernina bodvfailed to ensure that the medical 
Staff comkliedwth its own P o l i  and Procedure: 
for the treatment of patients coming to the 
emergency deparhnent with a Psychiatric 
emergency. 

Number 105, of the medical staff rules and 
regulations described,"Any patient evaluated in 
the emeraencv mom..who is known or susoectec 
to be sui~dal,'otherwise self injurious, or hHs 
taken a chemical overdose shall have psychiatric 
consuitation.' Number 69 of the medical staff 
rules and regulations stated that patients were to 
be seen within one hour for emergency 
consultations. 

5. The m e d i d  staif bylaws, and the mles and 
reauiations and PA-C credential files did not 
s@ciiy which types of practitioners could provide 
medical screening examinations in the ED. Then 

I STR~ADDRES$ m STATE a p  WDE 
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was no documentation delineating such privileges 
for a physician assistant ( PAC) performing 
examinations in the ED. There was no 
documentation present in the PAC privileging 
forms, to assess the qualifications and 
competence to provide medical screening 
examlnations andlor to determine if an 
emergency medical condition &sted. 

5. a Patients S2,  T%, 354, %5, %6, W, 358 
were triaged on 5/30 andfor 5/31/07 and sent to 
the AduQ Urgent Care area for their medical 
screening examinations and treatment Each 
patient had their rnedical screening examination 
and treatment done by a PAC. Medical record 
rewews reve'aled the patients were evaluated. 
treated and dischamed from Adult Uraent Care. I '  
prior to the time of &petvision or moiiiioring by 
the ED physician. The hospital failed to ensure 
that the patients were seen by a physician. The 
rnedical record for each patient fziled to 

' 

demonstmte a timed entry by ffie emergency 
department physician. When iflte~kwed on 
5/31/07 at approximately 1030 hours, the PAC 
stated medical screening examinations were 
pmvided by the PAC. It was stated that the 
assignedldesignated supe~s ing  ED physician 
made rounds every two hours to sign the patient's 
medical record. 

5. b. Patients +5,+7, #9 and #15 received their 
medical screening examination conducted in the 
main emergency room treatment area Review of 
the medical records failed to provide documented 
evidence that the supetvising physician had 
evaluated the patient care provided by PA-Cs. 
There were no timed co-signatures of the records 
by a supervising physician. 
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'e note that the medical staff rules d o  wntaln a 
scussion of the types of persons who may 
ovide screening examinations (Attachment Y). 

) assure ccnfcrmity with the medical stafi rules 
Id regulations, the Chief Medical Ohicer notified 
e ED Medical D i r e c r  that ohvsician a s s h n k  - - . -. . - 
all no longer perform mediGscreenlng 
aminations (Attachment 6). 

le ED Medical Director informed all Physician 
;sfstants by e-mail that they ma no longer 
rform medical screening examinations. All 
?dical screening examinations are performed by 
~ h ~ i c i a n .  (Attachment C) 

brmanent Action: 
;a of the monitoring described below will m u r e  
31 the deficiency remains permanently corrected. 

uting .kiy I. 2007. Utilization Review Staff will 
flew a t  least 15% of patients weekly to track and 
nd data from arrival to triage and anival to 
d i d  screening exam. Time of arrival to time of 
;charge.$ kacked electronically through the 
in'W System for all patients and trended weekly. 
e information goes to the Emergency 
partrnent Collaborative Committee for 
sluation. The reports will go to both the ED 
mmlttee and the QualitylPerformanca 
provement Committee, which vn'il report this to 
I Executive Committee or Quality Council 
;peotively, and then to the Governing Body. 

sponsible Position: 
Director 

Y ~ C A O E W ~  If continuation shee! 

6/8/07 

6!7/07 
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The hospital must have an organized nursing 
service that provides 24-hour nursing services. 
The nursing services must be furnished or 
supervised by a registered nurse. 

T~~SCONDIT~ON is not met as evidenced by: 
Based on hospital staff interviews, medical recorc 
reviews and review of hos~ital orovided . 
documentation, the hosph f i led to have an 
organized nursing service. 

Findings: 

1. Nursing services failed to ensure that a 
registered nurse supervised and evaluated the 
nursing care provided to patients. Cmss . 
reference to A0204 

2. Nursing Services failed to ensure that pain 
management was provided to patients in a timely 
manner. Cross reference to A0455 and A0456. 

3. Nursing services failed to ensure that 
established policies and procures for patient can 
were followed. Cross reference to A M 6  and 
A0459.. 

The cumulative effect of these systematic failure! 
resulted in the nursing services' inabiri to ensun 
patients received nursing care in a safe 
envimnment. 
48223(b)(3) RN SUPERVISION OF NURSING 
CARE 

A registered nurse must supervise and evaluate 

~ R m x  
TAG 

ndino 7 -3 
mediate Actions ~~ 

1) Although each patient was seen by a 
wistmed nurse. speciiic Fmblems in 
nusing care w e  revealed h these E e s .  
Cmective &ons in the fum d mnseIing 
and retrainmg were implemented. Fcr mom 
detail, please see responses under tag 

(!w? 37% 
2) A multidisaplmuy team d ED physicians 

and ED m r s s  reviewed the anrent lrkiass - 
, process. As a rewk of that review, the 

Mage poky wzs revised so that the triage 
resistered nurse ndifies the medical 
provider ifthe patient is experiencing pan 
>7/10 and follows phHdans ordm to 
initiate pain medicationfcr ~ a i n  relief . 
rqardiess d acuity level. ' 

The ED Nurse Manager provided in-seMce 
on therevised triage @cy%l4. 

The ED ~urse Manager pmvided educztion 
to ail ED RNs on the requirement to n o w  
.physicians of all patients veiting to be seen 
that E qeriencing pain. which requires 
IntervMtiom b e d  an the pain policy. 

ermanent Actions: 
m moniton'ng p- described below will be used 
8 assure the mntinuing efiectiveness ofthese 
xredive actions. The EO Nurse Manager win 
Idress deficiencies wah respomible personnel. 

:d Exewhvi. ComnMee, and as &propflak to the 
oveming Body. Once avd i  demonstrate 
insistency, mnxmitwing vdi be limited to ten charts 

esponsibie Position: 
hief Nursins Officer 
3 Nurse sager 
iNID:CAOSOMKXjS If mntinration sheet Page 
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Continued From page 37 
h e  nursing care for each patient 

This STANDARD is not met as evidenced by. 

M O P  PROVlDW OR SUPPUW 

a WING 

Based on staff interviews, medical record reviews 
and review of hos~ital wlicies and orocedures. 

06lO7I2007 

-- - 

the hospital faied'to ekure that a kgistered . 
nurse evaluated the nursing care provided to 11 
of 68 sampled patients in the emergency areas . 
of the hospital. (Patients 2 ,  #3, #5, %, W,  2 6 ,  
2 8 ,  %29,%9, $50, W). 

Fmdings: 

1. Patient XO presented to the Emergency 
Department at 0950 hours on 2/28/07 with a chief 
complaint of headache. The patient identified the 
intensity of headache as severe as evidenced by 
a reported intensi%y of 9/10, on a scale of zero to 
10. with 10 beina the most severe. The patient 
described his as being located at ~e back oi 
his head and that the pain was relieved by 
vomiting. Nursing and physician assistant 
documentation identified that the patient had 
been experiencing headache pain and dizziness 
for three weeks, in addition to occasional nausea 

At 1250 hours, Patient #50 was taken to the 
treatment area The patient was assessed by t h ~  
emergency department physician, at which time 
'oarasoinzl t e n d e m e s s ? ~  noted. but no ' T-- - .  

Neuron changes or " Psych" abnorklities 
recorded. Morphine 4 mg was administered in 
the emergency department, however, the 
patienfs response to the pain medication was no 
recorded. 

At 1550 hours Patient 350 was taken to CT. Thr 
scan revealed a brain tumor measuring 

STREECAODRESS, CITY, STATE, ZIP WOE 
imm s W ~ ~ N G T O N  AVE 

PRm 
TAG 

S ANGELES, CA 90059 

PX)\WGIS PLAN OF WRRXTION 
(EACH WRRECTM ACTION S H O W E  

C R O S S R E F W ~ = ~  THE APPROPRIATE 
nding I - 3 DEFICIENCY) 

lmedtate Actions 
1) Althcugh each ps'ient ves seen by a 

registered nurse, specfie problems In nursir 
u e  vere revealed in these ma. 
Ccrredive ztiols In the f m  d carnsding 
and retrainmg were implemented. F a  more 
deb t  please see respwses under bg ~ 2 a  
(paw 37). 

2) A multidffi~linary team of ED physicians 
and ED nurses rwhed the anent hiage 
p-. As a raul ollhat review. the mag 
pdicy was wised sothatthetn'age 
registered nurse ~ctifies the medid provide 
if the patlent k experiencing pain >7/10 and 
fdiovn physidam onler to hitiate pain 
medication fa pain relief resardiess d awih 

The ED Nurse Manager pmvided in-service 
on the revised biage pc!Jcyi?ll4. 

73e ED Nlnse Manager pmvided education 
to ail ED RNs an the Fequirement to n o w  
physicians of all patients waiting to be seen 
that are wedendm pain. \vhich r e q u b  
interventions based on the pain policy. 

manent Actions: 
e monihing prqcess d e b e d  belovrmll be used 1, 
sure the mntinumg effmbeness of these canecSM 

ED Nurss Manager will address 
with respons3le personnel 

ED Nurse Manager or designee wiU revievI ten 
domlyselected charts each week to assess ED 
en& for appropriateness of pain intervention based 

pain soare. DeRdendes win be addressed by the 
Nurse Manager. Data fmn the weekly reviews rd l  
presented to $e W Canaboative Camittee. Oak 
also be presented to the QPIC monthly. which will 
uate it, create comedive actions as necessuy and 
rt it toQuality Counol and Exeartive Committee, 

appropriate to the Governing Bcdy. Once 
demoffibate consistency, monitaing will be 
totenchartsmonthly. 

e s m b l e  Position: 
hieflrlurslng Ofiiczr 
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approximately 2 5  cm. compressinb the -ntemal 
cuculation of fluid in the br& ~ s u k n g  in internal 

NPME OF PROVIDER OR SUPPUE3 

(X1) PROVIDZRrSuPPUWCW 
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050578 

swelling from dilatation of the ventricular system 
of the brain. An MRI imaae of the brain was 
recommended and compiited. Riffi confirmed 

hN1RFE Wh5T3UcTlON 

A BUlLDMG 

B. WMG 

the presence of a tumor mass  in the region oi the 
pineal gland. Moderate dilatation of the 

N) D A E  SUaEY 
m M ? ~  

06/0i/ZoO7 

ventricGlar system of the brain was noted. The 
patient was diagnosed with acute obstructive 
hydrocephalus. 

At 0350 hours on 3/1/07, nursing notes revealed 
that Patient #50 Ws administend Dilaudid 
(narcotic pain medication) by NP (intravenously 
push). The pain assessment identitled only the 
intensity of the pain the patient was experiencing 
(6110) and that h e  had a headache. The 
assessment was incomplete. A nursing 
reassessment periormed at 0550 hours revealec 
that a neum check had been performed and the 
headache pain of Patient %O h ~ d  improved. 

Patient C50 remained in the ED until 3/3/07. 
Review of the m e d i d  record revealed that the 
patient was assessed by nursing staff and 
continued to received Dilaudid and morphine to 
control his headache pain. The nursing pain 
assessments included only a numerical score to 
identify the intensity of pain but fvled to identiiy 
pain radiation, quAii(ache, throbbing, sharp, 
dull, burning) and constancy 2s required by 
established hospital policy. The medical record 
failed to pmvide documented evidence nursing 
staff caring for Patient $50 had requested that EI 
physicians evaluate the patient. 

On 3/3/07 at 0725 hours, nursing documentation 
identifed that the patient complained of occipital 
headache pain. Intensity of pam was recorded as 

Remedial zcfionS in the fam o f m e G n g  and 

Nurse Manager cnmseled the RN vho  gavs , 
h e  4 mg, but did n d  Wow up m tha resulS d 

e medicaSm adm'cktatim. (Attachment N) 

+he Ed Nurse lvtnager educated an ED reghtered 
nes on the requiremenk to- tharesults of ' 

edicafim zdmintsbz6on (Affnhment N ) t 
e monlton'ng p- desmied belovrwll be used 

1 assure the continuing eiieztiveness dthese f dive actions. The ED Nurse Managervnll 
I d m s  defidendes wim responsible persmnel. 

16 ofp& mediations. Defid&es rviU ba . 

ese reviews w$ll be pnsented to the Performance 

I 

FaclQ D CAaswwcrS If mntlnuatlon sheet Page 33 of 70 



LAC/MARTlN LUTHER KING JR GEN HOSPITAL 

DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINFED: 0&32007 

CENTERS FOR MEDICARE & MEDICAID SERVICES 
FORM APPROVED 

OMB NO. 0938-0391 

I 12OZl SWLMINGTON AVE 
LOS ANGELES CA 901159 

J A ~ E ~ O F  owa.k~cm 
N O  PLAN OFCOFGIZCTION 

(X4) ID 
PREFD 

TAG 

Continued From page 39 
5/10. The patient was not given pain medication i 
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nor were non-medication interventions provided. 
Nursing documentation identified that Patient if50 
had no deficits noted. However, the very next 
sentence stated c/o (compl@nt of) blurred vision 
when ambulatina. Review of nursina 
documentation kled to provide do&mented 
evidence that the nurse caring forthe patient had 
notified the patient's physician regarding the pain 
and blurred vision the patient was experiencing. 
The patient was not evalliated for the neurological 
symptom by a physician. 

CP) MULTPE QNfmUCllON 

A BUIU)MG 

a WING 

At 1100 hours, nursing notes descnhed that 1 

WOATESURVZf 
COt.cmrEo 

06IO712007 

Patient g50 complain& of inqeased head p,ain. 
The patient idenified the intensity of pain as 
beina 9/10 (severe). The nurse not? failed to 
inclae a wmpleteassessment of the patient's 
pain. The patient received Dilaudid 1 rng. N for 
pain. Although a physician order was obtained for 
the pain medication, the patient's medical record 
failed to contain documented evidence that the 
nurse caring for the patient had insuRd that an 
ED physician evaluated the patient 

At 1150 hours, nursing documentation revealed 
the patient and his family indicated, that after 
three days, thev were tired of waiting for tmsfer 
to another hosstal. The patient slgrkd a Leaving 
Hospital Against Medical Advice form. The fonn 
was witnessed by the nurse caring for Patient 
650. The form was noted to be incomplete. In 
addition, the medical record failed to contain 
documented evidence that at the time of 
discharge. the ~atient had been assessed bv a 1 
physician or hid received discharge instm&ons. I 
Review of'the hospitals's established policy titled, 
Discharge Instructions (#102), identified that all 

e ED Nurse Manager cameled the RN v h  Wed 
the Mediveness of pain res5caticn crto 

rcend the aW3utes d paln = required by @cy. 

e ED Nurse Manger mdu- l r r s d k e  M m g  
fu all ED RNs marding appropriate doarmcntatia I 

assessments and the requirements fcr 
re=semnent d after medica!ion. Training was ako 
provided cn clear dmmentaYa statxi&. 

A new pain reassessment d m m t a t i o n  sheet w a s  
oeated to assist nurses in uveiing and m n g  2U 
elemcnk of a p q e r  paln reanrssmcnf indudhg th 
efecbmas of pain me3catim. (AUadunent AA) 

Permanent Actjoffi: 
The maniton'ng p- desaibed below vnll be used 
to etsure the ccntinuing eff&veness ofthese 
amdw adions.The ED Nurfe Manager win 
addrea deficiencies wvih responsible personnel. 

The ED Nurse Managerarden'gnee wili review ten 
rmdcmly selected charts eash week to assess ED 
palients for appropriateness of pain intervention bast 
on painsmre Oddenties mll beaddressed bythe 
ED Nurse Manager. Datafmm the weekly reviews v i  
be presented to the ED Collaborative Cornmiltee. Oa 
m l  also be presented to the QPIC monthly, which m' 
evaluate if crate wrective actions as necessary 
report It to Quamy Coundl and Executive Committee, 
and 2s appropriate to the Governing Bcdy. Once 
aub& dmnmbte  casistency, monitoring will be 
limited to ten chob monthly. 

Responsible PcsEoffi: 
CMef Nursing ORicer 



PRINTED:. O B E Z i  
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRO' JED 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 093&039l 

STATEMPrr OF DEFICIENCIES (Xl) PROVIDbVSUPPWCLIA . F12) MULSlFLE CONSmUCTiON W) D A E  SURVEY 
AND PLAN OF CORRECTiON mtinmc~i10~ N U M ~ E ~ ~ :  mMPLmD ABUlWNG 

G4) I 0  
PREFIX 

TAG 

kntinued From page 40 
patients discharged from the emergency 
department would r e c e ~ e  condiion appropriate 
instructions for home care and appropriate 
referrals. Nursing documentation, via a check the 
box format, identiwed that Patient ?SO who 
mntinued to have episodes of severe paln and 
blurred vision was being discharged in improved 
condition. The documentation also revealed that 
Ule patient with continued headaches and severe 
pain was discharged from the ED without 
medication to control future episodes of pain. 

On 6/5\07 a copy of the hospital's policytitled, 
Pain Management ($377). was received. The 
policy described that the nurse was to document 
with initial pain assessments the description, 
intensity, location, duration, quality and 
aggravating or alleviating factors based on the 
oatient's self report. With each new report of pain 
k assessmentwas to be completed &d factors 
were to indude the desctiotion, intensiw. location. ~~ -. - ~ 

duration, qualityand agg&vating or all&iating 
factors of the pain. The policy also,described that 
when medication was adminlstered to relieve 
pa& the effectiveness was to be documented 
within an hour for adults. The policy identified that 
pain assessments were to include pain intensity, 
pain location, quality of paln (sharp, dull, 
throbbing, shooting, aching, tearing), onset, 
duration variation and patterns, present pain 
management and effectiveness, pain 
managementihistory and effects ts pain ( impact 
on activities of daily iiving, sleep, appetite, 
relationship with others and emotions). Pu'n 
assessments, reassessments, treatment 
moddies (distraction measures, repositioning, 
feeding, ccmfort measures), medication and 
effectiveness were to be documented in the 
patient record. Review of the medical record, 

The ED Nurse Manager and a nurseeducator 
provided supplemental Wning to aJl ED RN stafi 6/5/07 
the lmpmhnce ofwntacting.physitians and lhe 
need to be a patient advocate. b 

Nurse ~anagermimseled the RN whohied 
the amiutes of pan as required by policy. 

ED Nurse W a g e r  undue!& inservice!mipjcg 

essmcnh and lha rquircments for 

he mitorirg p;aess described belmv \MI be used to 
the MBnuing effecSwness cf these emective 

ON. The ED Nurse M a s e r .  rni &dress 
~ ~ 

delitienties with respoMble G&,& 
I I 

it to QuaTRy Cmndl and 

~ k p m i o ~ e  Pmmon: 
C ilef Nursing Officer 
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Continued From page 41 
including nursing notes failed to provide 
documented evidence that the nurses caring for 
Patient -3 had followed the hospital's 
established policy for pain management 

I 2. Patient #S9 presented to the emergency . 
department on 3/8/07, at 2242 hours, with a chief 

of stomach pain for the past Wo 
weeks. The nurse documented that the vain was 
in all four quadrants and radiated in to t6e 
patients back. It was documented that the patient 
had multiple episodes of nwsea and vomiting 
today. The patient identified her pain as being 
severe with a score of 10 out of 10. The patient 
identified that the pain she was experienung was 
constant and that nothing provided relief. The 
~ a i n  was further described as  &ma and bumins - - 
hth a pressure sensation. Nursing 
documentation revealed that the patient was 
moaning and had facial grimacing. Vlal signs 
were recorded as Temperature 102.8 degrees, 
heart rate 97, respirations 24 and blood pressure 
was  133159. No treatment was provided to 
alleviate pain or reduce the patient's fever at the 
time of triage. 

Two hours later, at 0040 hours, the patienrs vital 
signs were re-assessed. The patient hxl a 
Temperature of 1024 degrees, heart rate 102, 

1 respidons 20 arid blood pressure was recorded 
as  118162. The ~atient continued to emerience 
severe abdomirial pain. No treatmen6 were 
provided. 

At 0110 hours, the patient was transferred to the 
treatment area. The patient continued to have 
severe pain, recorded as 7/10 without an 
ongoing zssessment as required by established 
policy. The patient received Tylenol 650 mg. and 

3~~~~.5+2567(m~99) P ~ V ~ O M  VaISIom Obso(e(B E&lO..GWC 

I LOS &GEES, CA 90059 
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(XI) FiiOVlOGVnrPPUEiUCW 
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6. WING 

m s  placed on oxygen by mask. At 0220 hours, 
the patient was described to have decreased 

06107l2007 

~ain. At 0400 hours, nursing documentation 
revealed that the ~atient had no orders for e r e  

hiULnPLE WNf?ilUCFiON 

A emlm 

md was waiting for the physician assistant 

(X) O A E  SFiVEY 
COhaLSTED 

Patient #69 was not seen or evaluated by a 
physician until0515 hours. n e  patient was 
descnied as having afever (103.4 degrees) and 
was in moderate to severe d idss .  The patient 
continued to experience severe pain and nausea 
Rte pain was assigned an acuity of 10110. The 
patient was assessed to have decreased bowel 
sounds and abdominal tenderness. 

Review of the medical rewrd revealed a 
physician order. timed at 0530 hours, for 
mornhine 2 ma. N (intravenous) x 1 and 5 ma. 
~ e ~ i a n  (for n&seaj IV x 1.  in^ notes forkis 
time period do not provide evidence of a pain , 
assessment as required by esteblished policy or 
that the patient received the medication as 
ordered. 

At 0950 hours, 11 hours after presenting to the 
ED, the patient was tmnsferred to surgery 
s e ~ c e s  to undergo an exploratory laparotamy. 
The ED nurse's discharae note did not ~rovide 
evidence that the patieG was evaluated for pain 
prior to being discharged to surgical services. 
Review of the preoperafie nursing record dated 
3/9\07 and times 0910 hours described that the 
patient was experiencing severe pain (10110). 

3. The medical record for Patient G 5  documented 
he presented tothe ED at 1139 hours on 5/11/07 
with left flank pain. He was not seen by atriage 
nurse until three hours later to determine the 
severity of his symptoms. At 1448 hours, the 

ii'(02-93) FrcYfcm V c n b m  Obsolcta Event W.GWE 

LOS ANGELES, CA 90059 

ACllONSHOULD eE . 

?D 
failure to address the panenrs ppain and i- 

A 2 ~ 1  h 8 t o  review the tiage and pain management 
odides. fAtAchrnentN1 

The-& Nurse Manager provided h e r v i c e  on the 
revised tn'age pdcy+ll4, w h i i  anmn nurses tc 
inlliate inkrentions for pain relief. 

The ED Nurse Manager p d d e d  education to ail ! 
RNs on the requirementto noWy physidam cfali 
patients wilingto beseen that am q e r i e n d n g  
pain, v h k h  requires interventions based on the 
pain pdcy. 

The ED Nurse Manser provi&d educaucn to ali El 
F& an all rquiremenh to adadrrjnister pan 
medidcn  wiwn 30 to W of physldan's d e r .  

rncnitoiing process desmbed below wll be used t 
the continuing &eAiv~ea d these medive 

dions. The ED Nurse Manager. wili a d d m  
efidendes with responsible personnel. 

onitoring: 
> The ED Nurse Manager or designee will 

review ten mdomiy selected cha t s  each 
veek to assess ED Patienh for 
appropiateness &pain intervention based c 
pa'n sme. DeFdendes cnli be addressed b 
the ED Nurse Manager. Data from the week 
reviews \n11 ba presented to the ED 
CdlaborativeCommittee. Data wiO ako t e  
presented to me QPIC monttdy. vrhich wnl 
evaluate if create cnrrective d o n s  as 
necesr;ary, and report it to the Quality Ccunc 
and Exeattive CamiUee and as zppropri& 
the Governing Body. 

5tylm CAI)GWOWJS If continuation shee 
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Cantinued From oage 43 . - 
biage nurse documented his pain was 8/10. At 
1730 hours. the nurse documented the first full 
a&essmei of the patient. The patient was 
evaluated by a physician's a s s i h  There was 
no documented evidence a ohvsician saw Patient 
$5. Pain medication was noi ahministered to 
Patient i?5 until 2100 hours, 9 and 1L2 hours after 
he presented to the ER. No further treatment was 
pmvided to Patient S and it was documented 
that he eloped from the ED at 0000 hours on 
511 2/07. 

4. The medical record for patient $6 identiiied 
thaf he came to the ED at 1812 hours on 511 1/07 
for a "suraical consult for mis) umbilical hernia.' 
He was Gaged at 1845 G d  h p l a i n e d  of 5110 
pain. whenhe was called to thetreatment area 
four hours later he did not answer. At 0100 the 
$e documented Patient +6 lefi without being 
seen. No medical screening examination had 
been ~ e r i o n e d  to detenine if the ~atient had a! 
eme&ency medical condition. 

5. The medical reqrd for Patient $7 showed she 
presented to the ED at 2045 hours on S/l1/07 for 
"spotting' during her pregnancy. She stated she 
was 2 months oreanant At 2140 hours. she was . - 
triaged and a pregnancy test was documented = 
po&ve. when $e patient was called to the. 
treatment area 2 hours later, she had left without 
being seen. Patient $7 r e G e d  tothe ED at 1301 
hours on 5/14/07, with a complaint of vaginal 
bleeding forthree dap.  She had 8/18 pain when 
triaged bythe nurse at 1315 hours. There was nc 
documented evidence the ED nurse evaluated 
how much the patient was bleeding. There was 
no documented re-assessment of her conddion 
until she was @ken to the treatment area four 
hours later at 1730 hours. No pain 

I LOS ANGELES. CA 90059 

I m~itoring P n z s s  d a b &  below will be 
d to assure thearm ing  eR&enea of these 
EC&~ acb'om: The ED Nurse Manager, \MI 
kss dEfdenaes wth respomibie perscnnel. 

Tne ED NurseManageror designee will raview 
ten randomly sel- c m  eaeh week to. 
S e s s  ED Patients fa appropiiateness epah 
Intervention based on pain scse a d  
timelhess to adminkbation c6 medication. 
Defidendes will be addressed by the ED 
Nurse Manager. Data from the weekly reviews 
Vn'li be piesenW'to the ED Cdlaboratie 
Cmittee. Datawill ako be presented to the 
apic monthly. ~h1.a win ewuate if create 
m n e b  %tiom as necesspy. and report it 
to the Qu&V Council and E x a m  
Ccmmik a d  ts apprcpn'ate, the Gomng 
Bcdy. 

ED Charge Nurse makes mdomlyspaced 
;to the ED waiting nea to validate that dl 
"ts awaiting care have been registered and are 
unted fcr. Thewrsing Supemisisor makes 
%visits on evening,ad nightshii. 

3 Nurse Manager ~ m v i d d  bservico cn the 
a biage poCcy%ld. The ED Nlme M a n a ~ r  
led educaticn to all ED RNs cn the 

ige 44 of 7l 
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A 204 Continued From page 4 
medimtionlintervention was g'mn. She passed 
the products of wnce~tion while havino an 1 
I uitr&ound done and &as discharged &a 
physician at 2235 hours after having had a I 

I miscarriage. 
- 

I 
6. Patient 2 came to the ED of the hospital on 
4130107 at approximately 1207 hours. When 
triaaed at 1250 hours. she identified she had 
sh& pain of 10, on a 1-10 scale, with 10 being 
the most severe. No pain interventions were 
initiated in the triage area The patient was taken 
to the treatment area fwe hours later at 1815 
hours and received pain medication one hour 
later.. Approximately 20 hours after she 
presented to the ED, at 0830 hours on 5/1/07, a 
general surgery consultation was provided to 
evaluate the acute abdominal pain for Patient =S. 
The patient was admitted to the hosoital and had 
surgery for ul exploratory lapamtomy and ventral 
hemia repair. 

7. The medical record for Patient 2 6  
documented the teenager presented to the 
emergency department (ED) at 2355 hours, on 
2/12/07 with riaht abdominal oain. He was triaaed 1 
by the nurse G d  determined'to have pain of 16 
on a 1-10 s d e  (10110). His oxygen saturation 
level was 100%. his pulse 95 respirations were 18 
and his blood pressure was 113169. At 0040 
hours the nurse documented the patient v& 

diicuttv breathino. The nurse I 
I do&ment& he had wheezing in-his lunss, his I 
respiratory rate was 22 , blood pressurewas 
135170, oxygen saturation was 97% and that he 
was m i o u s  and restless. There vras no 
documentation about why he was left in the lobby 
of the ED. . 

IS ANGUES, CA 90059 

PROVlOEAS PLAN OF WRRECTtON 
Cd\M CORFECXNEACTION SHOULD BI 

C i l O S S K Z E F C E D  TO TN APPWPFUATE 
OWCENCY) 

A204 cont'd from page 43 . 
Pamient Adlns: 
The monibing p- desmlbed belavwlll be 
used to assure the &uhg e&alvaess d 
these anective actions. The ED Nurse Manager 
win addrm deitdencies Wh responsible 
personnel. 

The ED h e  Manager or desigee win revlev# ten 
mdorriyselpted charts each week to assess ED 
patJenk fm appropriateness d pain intervention 
bzsed on pain store. ~didendes win be . 
addressed by the ED Nurse Manager. Data frcun 
the weekfyreviavrsuii be presented b the  ED 
Cdlabmfiw Camrittee. Data will also be ~ - - - - -  

presented tl the Q?IC monthly, whistl ~ n i l  Wuate  
if mate amdive d o m  as necessPy and report 
it to W i t v  Coud and Executive Ccmmittee. and 
2s apprn3ate to the Govemlng Body. Once ;&its 
denwsrate cenfistenw. monitoring \nn be limned - -  - 
bten charts monthly. 

R e s p h l e  Pcsib'on: 
CXef Nursing Officer 
ED Nurse Manager 

The nurse responsiMe fcrthe delay in 
adrro'nis'srino the pain medication no longer 
viu* for the fadity. 

A multidkdplimary team of ED physicians and 
ED nurses reviswed the ament b g e  
process. As a result dthat review, the triage 
pclicyvras revised so thattke triage regktered 
nurse ndifies the medical pmvlderif the 
patient is experiendng pain >7110 and fdlavs 
physidans order to initiate pain m e d i i o n  for 
pain relief regardless of m a y  level. 

The ED Nurse Manager pmvlded in-service on 
fie re.\aed triage policy314. 

The ED Nurse Manager pmvided education lo 
aU ED RNs an the requirement to notify 
DhYSidam da i l  aatients waitim to be seen 
ihh are experieidng paln. \*i& requires 
interntioras based on the pain pdicy. 

Event lD.GWDl1 
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Continued From page 45 
No pain medication or other'pain relieving 
interventions were provided. There was no 
re-assessment of the patient until he was taken to 
a treatment area five hours later. At 0530 hours 
on 2/13/07, his pain was 8/10. At 0645 hours, 
laboratory testiand pain medication ,were 
ordered for Patient $26. The pain medication was 
administered at 0840 hours: two hours after beina 
ordered and approximately8 and 112 hours after- 
he presented tothe ED. Laboratory test resutts 
were not available until 2100 hours. This was 
approximately 14 hours after they were ordered 
and 19 hours after Pztient $26 m e  to the ED. 
There was no documented evidence the nursing 
07 medical staff were followinpup to ensure the 
laboratory test results were obtained. During 
intenn'ews on 6/1/07. medical staff stated this 
patient Yell through ihe cracks." 

8. Number 105 of the medical staff rules and 
regulations stated ' Any patient evaluated in the 
emergency room ... who is known or suspected to 
be suicidal, otherwise self injurious, or has taken 
a chemical overdose shall have psychiatric 
'consultation." Number 69 of the medical staff 
rules and regulations stated that patients were to 
be seen within one hour for emergency 
consultations. 

Patients %3,Z8, $29 and a9 presenting to the 
&nergenG ~ e ~ a r b n e n t  with psychiatric- 
complaints failed to be taken to a treatment room 
uoon arrival to the triaae area and failed to 
receive an  emergen&nsultation within one 
hour of arrival. 

Cross reference to A01 53 and A0455. 
482.55 EMERGENCY SERVICES 

I 12021 S WRMlNGTON A M  
LOS A N G U S ,  CA 90059 

ure the wntinuing eh'&~ness of these 

M itoring: 4 ED Nurse Manager or desimea win review ten 
ran omly selected charts each week to assess ED 

nk for appmprateness of pain Intervention based 

aryand report ittoQuaky Council and 
Committee, and za appropriate to the 
Body. Once audits demonstrate 

cy. monitoring will be Iimited to ten c i a  

ccrrmeled the RN who did 

~ u k e  Maass  provided reedudon fa all 
cn the need lo reassea hiaged patients in 

&Mitins r m  based on new acuitymd 

dambd belm vdi be used 
cff&veness d these 

q d j v o  adjcns. The ED Nurse Manager vA 
add* defldencies with responsible persmnel. 
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M u e d  From page 46 
h e  hospital must meet the emergencyneeds bf 
raiients in accordance with acceptable standards 
If practice. 

ihls CONDrrlON is not met as evidenced by: 
3ased on st& interview and review af DoGCies 
i d  procedures, medical staff rules and 
egulations and medial records, the hospital: 

I. Failed to ensure the immediate avalabiliiof 
;e~ces, qugriied personnel and other hospital 
lepartmental s e ~ c e s  to provide prompt 
svaluation and treatment of patients presenting to 
fie emergency depaiiment (~455, ~&9). 

- 

?.The hospa failed to follow their policies and 
~racedures (P&P), by-laws, rules and regulations 
jeveloped to ensuremedical screening 
ztxaminations were mnducted by wpmpriately - .. . 
qualified individuals (A456). 

3. The hospa failed to ensure on - call 
physicians saw patients when specialty 
consultation was requested. (A456). 

4. m e  hospital failed to ensure pain management 
was provided In a timely manner (A455). 

5. The hospital failed to ensure stabilizing 
treatment for emergency med id  conditions was 
omvided (A4551 and failed to ensure timely 
knsfer & indiiduals who needing a higher level 
of care transfer of patients who required s e ~ c e s  
not availabIe at the hosp.M (A455). 

The cumulative effect of these systemic faflures 
resuited in an Immediate threat to the health and 
safely of ail patients presenting for treatment at 
the Emergency Department At approximately 

ED nurse manger provided edudcn to al] ED 
on the requirement to nDtifyphysicjans of20 

viaitingto be seen that are expeiienang pain 
kh requlres interventions based on the paln policy. 

desaibed bdowui~~ be used 
efiecttvenw &these 

The ED Nurse Manager, will 
ddress defciendes vit+ responsible personnel. 

t ED Nme Managerpnvidcj m u & = , ,  (o 20 
E RNs cn !he n e d  toinform the physician 
de am in the Went receiving a mrsultab.cn 
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htinued From page 46 
me hospital must meet the emergency needs bf 
>atients in acmrdance with acceptable standards 
f practice. 

Xi CONDITION is not met as evidenced by: 
3ased on sM interview and review of policies 
md ~rocedures, medical staff rules and 
reguiations andmedical records, the hospital: 

1. Failed to ensure the immediate aMihbilii of 
s e ~ c e s .  qualified personnel and other hospital 
departmental s e h s  to provide prompt 
evaluation and treatment of patients presenting ta 
the emergency depahnent (A455, A459). 

ZThe hospital failedtofollow their policies and 
omcedures [PBP), by-laws, rules and regulations 
developed t i  enskmedical screening 
exammations were conducted by appropMely - .. 
~ualitiedindividuals (A456). 

3. The hosp-M faiied to ensure on - d l  
physicians saw patients when specialty 
consultation was requested. (A456). 

4. The hosp.%al failed to ensure pain managemen 
was provided in a timely manner (A455). 

5. h e  hospital failed to ensure stabiKZng 
treatment ior emergency medical condiians was 
provided (A455) and failed to ensure timely 
transfer of individuals wbo needmg a hlgher level 
of care transfer of patients who required sewices 
not available at the hospital (A459 

The cumulative effect of these systemic failures 
resulted in an immediate threat to the health and ~ ~~~ 

safety of all patients presenting for treatment at 
the Emergency Deparbnent At approximatev 

I 3 mcnitonng process desmled bekw w i  be used t 
we the mnbnuing &e=5veness d these ccndve 
ions.The ED Nurse Manager will address daidem: 
1 resmib!e personnel. 

I ED Nurse Manager m designee i$n review ten 
domlysekkd char& each week toassess for 
~mpriateness of b-age auii iyscm based on the 
emency Severity Index, and, ifappkhle, whdher! 
re ws  w m ~ W c h a n g e d  after the patient was 
ssessed. md ED Nune Manager win &dress 
tienties with responsible lndlmuals. Data fmm th, 
!MY reviewswill be presented to EDIQI. Data will alr 
xesented tothe Perfumance lmpmvernent 
mnittee ~DnthlywhICh win emluate It m a t e  
e d v e  actions as necesspy. and report it to the 
d v e  Committee and a apprcpriate, the O m i n ,  
Y. 

the 30 d W .  Mcnday thrcush Frilay. UR RNs 
reviwl ten randomly s e l e 3 d  open medical resob 
ED to mildate that censuik were pafamed by a 
iidw Ulat there is a ccnsulting physi&n's no9; an 
the CCmulWcn was timdy. liw Chairof the 
vmt deparbrwt vdl be nctified of discrelands k 
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The services must be Integrated with other 
departments of the hospital. 

This STANDARD is not met as evidenced by. 
Based on observation, interview and record 
review, the hospital failed to ensure the timely 

(X1) P R O V I D ~ ~ C U A  
IDENiFiCAMN NUM3Eit 

I 

I I provision of emergency services to meet the- 
needs of 20 of 68 sampled patients presenting fo 
evaluation of an ememenw medid condition. 

NAME OFPROVIDER OR SUPPLIER 

A 452 

A 455 

(Patients X?, #3, %, 4% W-, i,, 815, v%, Z 6 ,  
#36, %9 850, %2, %3, %4, 
%5, %6, S 7 ,  %%and M9). 

W MLILTlPLE CONSTilUCTlON 

ABUILDING 

SFRETADDRESS. CTPI. STATE4 ZIP CODE 
12rm S WILIVIMGTON AVE 

Continued From page 47 
1530 hours on WI07, hospital administration war 
notified of ?he immediate jeopardy. 
482.55(a)(2) INTEGRATION OF EMERGENCY 
SERVICES 

I The hospital failed to: 

(X3)DRTESUaVEY 
COWLETED 

I 1. Follow their policies and procedures (PBP), 
bv-laws. rules and reaulations develooed to 
ensure medical scre&ng examinations were 
conducted by appropriately qualified individuals. 
2. Ensure on - call physicians saw patients when 
back up specialty consultation was required. 
3. Ensure pain management was provided in a 
timely manner, 
4. Provide stabilizing treatment for emergency 
medical mndiions. 
5. Ensure timely transfer of individuals who 
required a higher level of care transfer for 
services not available at the hospital. 

I The cumulative effect of these systemic failures 
resulted in an immediate threat to the health and 
safety of all patients presenting for treatment at 
the Emergency Department. At approximately 
1530 hours on 6\7/07, hospital administration wa 

I I 
FORM CG4567(02-9J) P ~ ~ L L S  VerJDm Okwlolo EvcntlW.GCJ 

I 
a, 

PRPlX 
TAG 

- 
A 452 

A 455 

1 - 
F 

rding #1 8 2 
mediate Actions 

* The Chief Medlcal Officer notified the  ED 
Medical Director that physkian assistant 
shall n o  longer perform medical screenins 
examinations. (Attachment 5)  

The ED Medical Dlrector Informed the 
physidan assistants by e-mail that they n 
no ionger perform medical screening 
examinations. All medical s m e n i n g  
examinations are  performed by a physldz 
(Attachment C) 

rmanent Actions: 
e monitoring Prooess described below will b e  ust 
assure the mntinuing effectiveness of these 
rective actions. 

mitoring 
Ten randomly selected medical records 
b e  reviewed daily to traok the time f 
triage to  medical screening examinat 
Data from these daily reviews will 
presented to  the ED Collaborative Prac 
Committee and the process will b e  
evaluated as a result of this review. Data 
alx, be presented to the Performa 
improvement Committee monthly, which 
emluate 2. develop corrective actions 
necessary, and report it to the Execu 
Committee and a s  appropriate to 
Governing Body. Once the process is sta 
the  daily record revlew will convert tt 
monthly review. 

sition Responsible: 
Medical Directcr 
Nursing Manager 
ef Medical Offir-r 
~ymcAoSWOamS If ffintinuation sheet Page 
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Continued From page 47 
1530 hoins on 6/7/07, hospital administration m 
nMed of the immediate jeopardy. 
48255(a)(2) INTEGRATION OF EMERGENCY 
SERVICES 

5TATEMPrrOFDG1UENUES 
, AM)PIANOFCORRECnON 

The services must be integrated with other 
departments of the hospital. 

This STANDARD is not met as evidenced'by 
Based on obseruation, interview and record 

1 review, the hospital failed to ensure the timew 

(XI) PROVIO- 
IDENllFlCAMN lUW3Eil: 

prmslon of emergency services to meet the 
needs of20 of 68 sampled oatients Dresentina fol I . -  
ehluation of an emer&nc);medlcai condition. 
(Patienb E& #3, $5, S, #%', H, $15, +E3, #26, 
$36, M9 $50, +%Z, S, W, 

. S5, S 6 ,  S7, S68,and S69). 

Wl MULVE mNSWJCnON 

A BUllCIMJ 

I The hospital failed to: 

p3) DATE SKWEV 
cobmEE0 

I 1. Follow their policies and procedures (PW), 

I by-laws, rules &-id regulations developed to 
ensure medical screening examinations were 
conducted by appropriatiy qualified indi~duals. 
2 Ensure on - call physicians saw patients when 
back uo s~ecialtv consultation was rewired. 

timely m&ner, 
4. Provide stabir~ng treatment for emergency 
medical condiiions. 

1 5. Ensure timely transfer of individuals who 
required a higher level of care pander for 
senrims not available at the hospital. 

The cumulative effect of these systemic failures 
resulted in an immediate threat to the health and 
safely of all patients presenting for treatment at 
the Emergency Department Af approximately 
1530 hour; on 6/7/07. hospital administration wa! 

=m Chief Medical ORicerordered a 1 6/14/07 
5: 

MLK Deparbn~t  Chiefs to disconfinlie the 
Practice of using Physician Assistants for 
mnsultations in the ED. Ail ED consultatior s 
Will be pwhmed by an attending physician 
(Attachmentm 6/19/07 
The ED Nurse Manager provided a letter 
insimcting all Ed RN's regarding Physician 
Assistants cannot provide consults. 6/19/07 
(~ttachmentfl) 

. The Interim Chief Medical instruded 11 
Deparlmwt Chiek to ensure that all attendhi 7hI.l 
physicians are amre of the need to dccumelt 
their consultations (Attachment6 

Mnent Action: 
monitming process described below assure the 
inuing effectiveness of these mect ive acnons. 
~itorinm -----. 

Forthe next30 days. Monday through Fida 
Qualified Improvement staff wli review tan - . . . -. . 
Rndomiy selected cpen med id  
ED to validate that ccnsulk va-e 
a physician and that there is a cmsu!t(no 

~ - . . . -. . 
physician's note. The Chair of the rel&nt 
de?arbnent will be n&ed cf discrepancia i 
lmef!ate corrective action. 
Ten randomly selected W records of patien 
will be reviewed each week to valldate the 
presence of the attendees note. Results of 
these audits ail be presented to the 
Performance Improvement Committee. which 
vA1 review and create corrective actions as 
Necessary. This data will then be reported t 
the Executive Committee and to the Gwerni 
Bcdy as appropiate. The Chair of the seni 
will be notified of discrepancies for comcfive 
aetianq. i - -. . . 

Son Responsible: 
m Chief Medical Offifer 

!dlate Actions: 
ED nurse manager wunseied the RN who 
gave morphine 4mg. but did not receive the 
'i'esults of the medication administration. 

1 ED nurse manager educated all ED registert 
nurses on the requirements to record the 
results of medication administration. 
(~ttachmentm 
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hntinued From page 47 
1530 hours on 6nI07, hospital adminisbation wa! 
~otiiied of the immediate jeopardy. 
W55(a)(2) INTEGRATION OF EMERGENCY 
ERVlCES 

me s e ~ c e s  must be integrated with other 
iepartments of the haspita]. 

rhis STANDARD is not met as evidenced by: 
3ased on observation, interview and record 
wiew. the hosoital failed to ensure the timelv . ~ ~~ ~ ~ ~ - .  
>%ision of emergency services to meet the- 
ieeds of 20 of 68 sampledpatients presenting fc 
zvaluation of an emergency medical condition. 
'Patients =%2. S. +3. S. #7. a. $15. =Z3.%26. 
k6, a9 $50. &2. k3; #64, 
K5, #E5, %7, S8,and 859). 

' 

m e  hospital failed to: 

1. Follow their policies and procedures (PBP), 
by-laws, ~ l e s  and regulations developed to 
ensure m e d i d  screening examinations were 
conducted by appropriately qualified individuals. 
2. Ensure on - call physicians saw patients when 
back up specialty consult3tion was required. 
3. Ensure pain management was provided in a 
timely manner, 
4. Provide stabilmng treatment for emergency 
medical conditions. 
5. Ensure timely transfer of individuals who 
required a higher level of care transfer for . 
services not available at the hospital. 

The cumulative effect of these systemic failures 
resulted in an immediate threat to the h e m  am 
s a f a  of all patients presenting for treatment at 
the Emergency Department Aiapproximately 
1530 hours on 6/7/07. hospital administration wz 

I SraEEr ADORES$ cm, SASE. aP WOE 
1ZC2l S WUdlNGTON AVE 
LOS ANGELES, CA 90059 

ED nurse manager wunscled the RN v~ho gav? 
mcrphino 4 mg, but did not receive the resulk 3f 
the medicaticn administation. 
ED nurse manager educated all ED rqlstered 
nurses on the requirements to E& the resul:s 
of medication adminisbdion (Attachment). 

mediate Action: 
The ED nurse manager designated a nurse 
educata to provide reinforced educalicn of U) 
policy a14 to ensum that pdenk  are 
apprwriately Waged and assigned a M q e  a ty 
level based on the Emergency Severity Index. 
The nurse educatcr provided this supplemental 
hainlno. 
A multidisdplinary team ED ohvsitian and Ed 
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nurses reviewed the current triige process. & 
result ofthat review, the triage policy was revis 
so that the triage reg!stered nurse nctifies medihl 
provider if ths palieit is experiendng pain a 711 
and follows physician order lo initiate pain 
medicallon for pain relief regardless of trieoe 

mDATESJaEY 
COWLEE 

o m o ~  

all patient waiting to beseen that are 
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I 

ermanent Aotlons: 
he monitoring process described bekwvdll be used 

effectiveness of these 
live actions. The ED nurse manager. will 

vdth responsible personnel. 

oniton'nm 
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$e ED 
nu& manager a designee vnll review ten 

ndomly selected charts each week to assess for 
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kntinued From page 47 
1530 hours on WIO7, hospital adminisbation was 
iotified of the immediate jeopardy. 
W55(a)(2) INTEGRATION OF EMERGENCY 
SERVICES 

The services must be integrated with other 
ieparbnents of the hospital. 

rhii STANDARD is not met as evidenced by. 
3ased on observation, i n t e ~ e w  and record 
review, the hospital failed to ensure the timely 
prohion of emergency s e ~ c e s  to meet the 
needs of 20 of 68 sampled patients presenting for 
evaluation of an emergency medical condition. 
(Patients WX 3, #5, S, 17, #9, H5, a. a 6 ,  
B6, #9 350, %Z, S, s, 
%5, S6,  %7, %%.and %9). 

The hospital failed to: 

1. Follow their policies and procedures (P&P). 
by-laws. ~ l e s  and regulations developed to 
ensure medical screenina examinations were 
conducted by appropria6iy qualified individuals. 
2 Ensure on -call physicians saw patients when 
back up specmlty consultation was required. 
3. Ensure pain management was pmvided in a 
timely manner, 
4. Provide stabiring treatment for emergency 
medical mndi ins .  
5. Ensure timely transfer of individ~als who 
required a higher level of care transfer for 
services not available at the hospital. 

The cumulative effect of these systemic failures 
resulted in an imrnedii threat to the health and 
safety of an patients presenting for treatment at 
the Emergency Department At approximately 
1530 hours on 6/7/07, hospital admln'lstration w 

Event W.GlX 

I STRETADDRESS UW, STATE 2P W D E  
12m1 SWlLMMGTONAVE 

1 
ID 

PRm 
TAG 

le charge nurse on each s h i  WIII be responsible t 
Viewing the PWple In the ED waiting room at leas 
ce per shift to determine whether the" are nalbnl 

~ - . .. - - - - - -. . . 
liting for service. Anyone without an identification 
nd will be questioned as to their status and 
propriately diraed. 

e nUElng shift supervisor will randomly verify ma 
lividual patlenk are entered into the cenbal lam r - . . . . -. . - 
Bent not entered into the ED wtal log shall <;' 
mediately entered into the central iicg Reports of 
Y Mriancewill be recorded in the daily nursing 



DEPARTMENT OF HEALTH AND HUMAN SERVlCES 
P R i W  06R2f2007 

FORM APPROVED 
CENTERS FOR MEDICARE & MEDlCAld SERVICES OM5 NO. 09384391 

I STAEhGNrOFDEFGENCE @l) FRDVlDEWXPPuarcw ~MLIlWIEmNSTilUCTlON F4 D A E S t W E T  
A N D F I A N O F W ~ O N  IDEKFlFlCATlON MI- 

A BUIWNG 
wM?m 

LACAlARllN LUTHER KING JR GEN HOSP~AL 
12on s WRMMGTON AVE ' 
10s ANGELES, CA 90059 

MID S U M M A R I s T A ~ O ~ D m C l P l C 1 3  ID FRDviDEW PlAN OF m m o N  14 
PRsiX (EAC~DEFICIENCY MUSTBEPHECEUED BY RN PLSF EACHWPBECINEAC~~ONSHOULDBE . COWLFIION 

TAG RH;ULRTOWOR I ~ ~ T W I N G  INFOAMPITON) . TAG CROSSREFEREWDTOTHEAPPXJPW\E MiE 
OrnclENcn 

F. . ..- - 
A 452 Continued From page 47 

1530 hours on 6/7/07, hospital administration was 
notified of the immedii  jeopardy. 

A 455 482~(a) (2)  INTEGRATION OF EMERGENCY 
SERVICES 

I I The services must be integrated with other 
deparbnents ofthe hospital. I 
This STANDARD is not met as evidenced by. 
Based on observation, interview and record 
review, the hospital failed to ensure the timely 
pmvision of emergency services to meet the- 
needs of 20 of 68 sampled patients presenting fc 
evaluation of an ememencv medical condition. 
patients +2, B, %, 2. #f, KJ, #15. #23. e 6 ,  
#36, w9 XO, m, m, w, 
865, S 6 ,  S 7 ,  S8.and S9). 

I I The hospital failed to: I 

I I 1. Follow their policies and procedures (P&P), 
by-laws, rules and regulations developed to 1 
ensure medical screening examinations were 
conducted bv a~~moriatelv aualified individuak. I I -  I . .. 
2 Ensure on - call p'hysiciks saw patients when 
back up specialty consultation was required. 
3. Ensure pain management was provided in a 
timely manner, 
4. Provide stabilizing treatment for emergency 
medical conditions. 
5. Ensure timely transfer of individuals who 
required a higher level of &re transfer for 
sewices not amiable at the hospital. 

The cumulative effect of these systemic failures 
resulted in an immediate threat to the health and 
safety of all patients presenting for treatment at 
the Emergency Deparhnent. AE approximately 
1530 hours on 6/7/07, hospital administration was 

FORM ~~~w02-e~) ~rcvfote vcisiom 0balm Evant lRGWD11 

1mediata'Adions: 
The emergency medicine attend (ED physidan: at 
MU(-H vnll identify patienk requiring 
neurosurgical intervention based on specific 
guidelines. 
i p r o t ~ ~ o l  has been established to require that n 
patienk with sp&c nwmurgical clinloai 
condition receive timely transfer. (Attachment . 
The ED physician o m e  Patient Row Manager 
wilthen contack the MAC operator. informing 
himher of the patlent need transfer. 
MAC determines the accepinglreceiving faciii 
based on a rotation schedule when i t  maintains 
MAC will contftct the Patient Row Manager at e 
receiving faciiityregarding the need for the 
mncfa i -"..".".. 
The Patient Rovr Manager at the receiving fadli 
prompUy contack the neurmurgeon on call and 
arranges the physician-t~hysidm contact ED 
physician at MLK-H speaks directly with 
neurmurgeon at the receiving fadiity and 
pmvided a brief summarv of the paiienrs 
Any ciinica! suggestions by the receiving 
neurffiurnem, which are rvithin the capability of 
the hffipitai and the scope of practice of the ED . 
ph~lcian, will be incmarated into the prp - -... 
trakfer plan of care. 
The respec8ve facility Patient Row Managers 
shall rvork with MAC to wrdinate the transfer vi 
ACE  tansoort. - AII approprikeid urmpioted dmmenk and 
imaging studies shall accompany the patienl 
if the ED physician determines that there k any 
impediment to the transfer, helshe shan contact 
the Chief Medical Wcer at the receiving facility 
to faciiiite t h ~  Imtnndor - . .. . - - - . 
With respect to 211 patient transfers, regudigs 
paYent diagnosis, a transfer log is maintained 
MLK-H Patient Rwt Manaoer. 
A multidinciplinuy group meek Mmday 
Friday to review 211 kmsfws lhat have taken - . . -. - - 
placibased on this icg, to resolve any issues 
idenWied from completed transfers, to facilitate 
patienk waiting for transfer, and to update the 
statue of patienk requiring transfer. Any 
neurffiurgicai patienk who are pending m f e r  
will be reviewed as part of this precess. ' 

MU-H has identified a medical administrative 
Diredor in charge of patient Row. This Patient 
Flovr Manager noEes the medical administrative 

~amymu\osmaxas lf continuation sheet Page 9 o f  70 
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I 1530 hours on 6h'/07, hospital administration w2s 
notified ofthe immediate ieooardv. 

The serhces must be integrated with othw 
departments of the hospital. 

This STANDARD is not met as evidenced by. 
Based on obsenmtion, interview and record 
review. the hospital fded to ensure the timely 

I pmvision of emergency services to meet the- 
needs of 20 of 68 sampled patients presenting for 
evaluation of an ememenw medical condition. 

I 1. Follow their policies and procedures (P&P). 
by-laws, ~ l e s  and regulations developed to 
ensure medical screenmg examinations were 
conducted by ao~ropriately aualified indMduals. I - .. 1 2. Ensure on -call ~hysici&s saw patients when 

I badc up specialty consultation was required. 
3. Ensure ~ a i n  rnanaqement was provided in a - .  
timely mariner. 
4. Pmvide stabiling treatment for emergency 
medical condiiions. 
5. Ensure timelytransfer of indiiduals who 
required a higher level of care transfer for 
s e ~ k e s  not available at the hospital. 

The cumulative effect of these systemic failures 
I resulted in an immediate threat to the health and 

I safety of all patients presenting for treatment at 
the Emeraenw Department Af ammximately - - 

( 1530 hours on 6f7i07. hospital ad&kirationwas 

A 452 
neur=urgrgkal patient. In atimily manner. 
The medical administrative Direclor will 
assure that there is high level physician 
mngetwith potential receiving Institution 
an efforI to expedite transfer. 

A 455 
Monitoring: 

The Patient Flow Manager maintains a log of 
patient transfers. Data regarding patlent 
bansfers is aggregated and presented to 
Perfmance Improvement Committee and to 
the Ex~utive Commitlee, and then to the . Governing Body where appropriate. 
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SUMMARY STATEENTOFDEFICMCIES 
(E4CH DEFICIENCY h W B E  PRECEDED BY RILL 

REGULATO3Y OR LSC IOENTGWNG INiORMATiONl 

Continued From page 4 8  
notified of the immediate jeopardy. 

Findings: . 

S T A S  OF 06laENCIES 
AND PLANOF WRRECTlON 

1. Patient S O  presented tothe ED (emergency 
department) on 2'28/07 at 0950 hours, with a 
chief com~laint of headache (comes and goes) 

NWZ OF PROVIDER OR W P U E R  1 STREET ADDRESS. Cm. STATE. ZIP WOE 

(72) MULTIPE WNSTRUCnON 

ABUILOMO 

B.wING 

(X7) PSOVIOEWSUPPU5VCW 
lDENnnCATlON NUMBER 

EM8 

with occ&ional nausea At the w e  of triage, 
1003 hours, the Patient descnied that he was 
emriencino severe oain. that scored nine out oi 

(X3) DATE SURvn 
Q W L E  

0slmk007 

1 6  on a s z e  of okto 1'0, with 10 being the 
most severe. Patient 850 described that the pair 
was located at the back of his head and that it 
was relieved by vomiting. The patient was 
assigned a triage acuity of three. Per hospital 
poiicy, an a(x~~%y of three indicated the patient 
had a major illness or injury, but was stable. 

At 1250 hours, Patient %0 was taken to the 
treatment area Nursing assessment at that timt 
revealed ' steady gait " , pupil s'ks of 33 and 3' 
mm. A Glascow Coma Scale swre of 15 was 
recorded (a standardized series of observations 
reflecting speech, pain, orientation and speech. 
A score of 15 is normal). 

Patient :50 was assessed by the emergency 
de~arhen t  ohvsician, at which time "uaras~inal 
te~derness"w& noted, but no " ~ e u m "  change 
or " Psych" abnormalities recorded. A blood 
count revealed 16.4 gms. of hemoglobin and a 
white count of 10,800 (upper normal range). 
Morphine4 mg was administered' in the 
emergency deparhnent, however, the resuits of 
the medication administration was not recorded. 
ACT head scan was ordered by the ED 
physician. 

At1550 hours Patient 850 was taken to CT. The 

. . .- I ED nurse meff(m~lmnseied the RN whd cnm, 

results of the mediiatlon administration. A 4551 
ED nurse manager d u c d  a ED 
resistered nurses (31 the renulrement.. to 

El15107 

I 
>--- - 

the resulk of medication 
administation. (Attachment N) 

e mon'rton'ng Processes descn'bed below will b e  
ed to assure the wntinuing efiectiveness of the 

ve actions. 

uaiiiy l m h m e n t  will review ten randomly select 
arts vreekly to  assess drmmeotaiion of resuits of 

medication. Deficiencies Mil b e  addressed by e 
Nurse manager. Data from these reviews wiii be 

to  the Perfamanee improvement 
omminee and to the Executive Cornminee. f 

L esponsible Position: 
hlef Nursing Officer 

TD 
Nurse Manager 

Lmmediate Actions: 
A pmtocoi has been established to  require that ;,ii 
Patient with specific neurosuqical dinical 
conditions r&ve timely bansfer. (Attachment I 
The emergency medicine attending physician a t  
MU(-H will identify patient requiring neurosurglcj 
intervention based on specific guidefines. - The Ed physioian or the  Patient Flow Manager \rill 
than wntaclMe MAC operator, informing h i m t r  
of the patient needing transfer. 
MAC determines the axeptinglreceiving facility 
based on a rotation scheduled when it maintains . The Patient flour Manager at the  receiving faciiitl 
pmmptiy contacts the neurmurgeon on call and 
ananges the physician-tophysician contact ED 
physician t MU(-H speaks directly with 
neumurgeon at the receiving facility and 
provided a brief summaryof the patient% finding:. . Any dimical suggestion by the reoelving 
neumsurgeon, which are  within the capability of 
the haspitai and the scope of practice of the ED 
physician. vin b e  inarporated into the p r e  
transfer plan of care. 
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Continued From page 49 
report revealed, "significant ventricular dilataiion 
with periventricular changes consistent with 
subependymal edema Thi may be related to a 

'ATEMEWOF DEFICIENCIES 
D PLAN OF CORRECTION 

heterogeneous mass near the region of the pineal 
with caudal extension to a level near the ~mximal 

!WE OFPROMDEi! OR SUPPLER 

W) PROVRIEFJSUPPUWCW 
Dm-nFICAllONNUMBEil: 

050578 

0 Q)?IPLEtONSmUCnON 
ABUlLDlNG ' 

6. WING 

iourth ventride." The scan revealed a bkin 
tumor measuring approximately 2.5 cm. 
compressing the intemal circulation of fluid in the 
brain resulting In intemal swelling from dilatation 
of the ventricular system of the brain. An MRI 
image of the brain was recommended and 
completed. This confirmed the presence of a 

(X3)OATEsunW 
COMPLmD 

06m7R007 

tumor mass in the region of the pineal gland. 
Moderate dilatation of the ventricular svstem of 
the brain was noted. . 

A handwritten note by the ED physician stated 
that Neurosurgery s e ~ c e s  were not available at 
the hospital, "will arrange MAC transfer." (The 
MAC is the medical alert center for Los Angeles 
County. This is the central clearing house for all 
Los Angeles County hospitals.) There was no 
written documentation that physician to physician 
contact had been initiated. A clinical impression o 
"Acute Obstructive Hydrocephalus" was recorded 
A physician order for a neurosurgery consult was 
written at 1653 hours on 2/28/07. 

A 'Neurology ConsuMon' hand written by a 
Physician Assistant (PA-C). identified that the 
oatient was seen for evaluation at 1720 hours. 
h e  consultation revealed no neurological defect! 
or alteration in mental status for Patient $50. The 
consult described symptoms of dizziness, 
nausea, headache and vomiting. The 
consultation, provided by the PAC, was then 
countersigned by the attending neurology 
ohvsician at 1900 hours. No written note was 
pdvided by the neurology physician. The medica 

-ADDRESS, UW, STATE ZIP CODE 1 1ZG2l S WlLMMETON AVE 
: ANGELES. CA 90054 

PROVIDER'S PLAN OF CORRHXlON 
(EACH CORRECWE ACTION SHOULD BE 

CROSSREFERENCED TO THE PP?ROPRIAlE 
DEFICIENCY) 

The neurologist In addition to c&igning the 
wnsultation \Mote wmments and 
rewmrnendations on the mnsultation form. 

lckgmund: 
le Medical Alert Center (MAC) wordinates tans 
patients from MU(-H to other facilities. The MA( 
ceives dlnical data regarding the patient, and th~ 
LK-H Patient Flore Manager (or where appmpria 
e ~hysicianl Presents additional clinical data to t  
ciiving. In S s  instance, there were no available 
!urnsurgical beds wahin the County. The MAC 
ntinued efiorts to locate an appropriate placerne 
Iwvever. an appropriate placement wuld ?ot be ff 
!fore the patient l e t  AMA. 

lmediate Actions: 
The emergency medicine attending (ED 
physician) at MLK-H will identify patients 
requiring neurosurgical intervention based on 
specific guidelines. 
A protowl has' been established to require th; 
patients with spedfic neurosurgical clinical 
conditions receive timely transfer (Attachmenl 
The ED physician or the Patient Flow Manage 
will then contact the MAC operator, informing 
himiher of the patient needing transfer. 
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Continued From page 50 
record faled to contain documented evidence thd 
the neurologist had actually examined Patient 
#SO. This finding was in violation of the Medical 
St& rules and regulations requiring awritten 
note. The consultation request form revealed that 
Wit MAC transfer to a faciiii with neurosurgical 
seMce' was required. 

A written order for MAC transfer to Neurosurgical 
Faciri was provided at 1717 hours by the 
attending ED physician. There was, however, no 
written documentation that any physician had 
actually spoken with or discussed the emergent 
clinical situation of Patient 850 with a proposed 
receiving hospital to faui i ie  transfer for Patient 
850. Documents contained in the medical record 
revealed that Patient %O signed a transfer 
consent on 2/28/07. 

W E  OF PROVlDER OR SUPFLIER 1 STREEf ADDRESS CiTY. STATE. ZIP CODE 

c q  PROWDE~VSUPPUEWCW . 
IDEh7RCAIION NUMBER 

050.578 . 

At 0350 hours on March 1,2007, nursing notes 
revealed that Patient S O  was administered 
Dilaudid ( n d c  pain medication) by IVP 
(intravenously push). There was no documented 
evidence that a ED physician had examined or 
assessed'the neurological status of Patient 850. 
A nursing reassessment periormed at 0550 
hours revealed that a neumcheck had been 

CQ) MULSIPLE WNSTFIUCTION 

ABUllDlNG . 
B. WING 

performed and the headache pain of Patient #SO 
had improved. 

0 DATE SURMY 
uM?LmD 

omP2Mn' 

Additional nursing assessments were performed 
at 0730,0900.1100.1300.1500, and 1830 hours. 
These nursing assessmenfs documented no 
change in the status of Patient #SO These 
assessments indicated that Patient G50 w a s  able 
to move all four extremities and remained alert. 
No physician assessments were documented. 

Patient 850 remained in the ED until 3/3/07. 

I ~ u m  s WILMIN~ON AM 
LOS ANGUES, CA 90059 

ID PilOVIDEZS PLAN OF CORRECTION 
(EMTI W3RECllVZACTlON SHOULD BE 

TAG 
omclEmn 

A 455 
The respective facility Patient Flow Managers 
shail work with MAC to wordinate the transfer 
via ACLS transport. 
All appropriate and cornpleted.dccurnents and 
lmaging studies shan accompany the patient 
If the ED physician determines that there is 
ANY lrnpedlrnent to the transfer. helshe shall 
wntact the Chief Medical Officer at the 
receiving facility to faciiitate the transfer. 

b e e n t  Actions: 

process. 
MU(-H has identified a Medical Adrninlsbative 
Director in charge of patient flow. This Patlent 
Row Manager nDWies the Medical 

.Administrative Director whenever there are 
Impediments totransferrlng a patienf in a I tirnelv manner. The Medical Administrative 
~ i r e k  will assure that there is high level 
physician mntad vrith potential receiving 
instibtions in an eficrt to expedite bansfa. 

esponsiblo Pasltion: 
I terirn Chief Medical Officer I 

E v o n t ~ O W M l  FacKtyla ~ m o o m s  if continuation sheet Page 51 of m 
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Mtinued From page 51 
?Mew of the medical record revealed that the 

(73) DATE SURVM 
mhm3Eo. 

0610712007 

d e n t  was assessed by nursing staff and 
mtinued to received Dilaudid and morphine to 
mtrol his headache pain. The nursing pain 
messments included only a numerical score to 
dentifythe intensity of pain but failed to identify 
lain radiation, quality (ache, throbbing, sharp, 
W, burning) and constancy, as required by 
xtablished hospital policy. The medical record 
'aned to provide documented evidence that ED 
ahysicians provided ongoing assessments and 
m. Except for the in'Itial ansui t ,  the neurologisi 
did not see  the Patient KO again. 

3 n  3 3 0 7  at 0725 hours, nursing documentation 
'dentified that Patient 5 0  complained oi occipital 
ieadzche ~ a i n .  lntensitv of ~a in  was recorded as 
iliO. The patient was nbt g h  pain medication 
lor were non-mediation mteivenh'ons provided. 
Nursino documentation further identiiied that no 
deficits-were noted. However, the very next 
sentence stated d o  (complaint of) blurred vision 
when ambulatina. The oatient was not evaluated 
for the neurologrcal alsyrptom by a physician. 

At 1100 hours. Patlent #SO complained of 
increased head pain. The patient identified the 
intens.@ of pain as being 9110 (severe). The 
patient received Dilaudld 1 mg. IVfor pain. 
Aithough a physician order was obtalned for the 
pain mediGtion, the patient's medical record 
failed to contain documented evidence that the 
ED physician evaluated the patient 

At 1150 hours, Patient S O  and his family 
indicated that after three days, they were tired of 
waiting fortmsfer to another hospital. Patient 
g50 signed out AMA (against medical advise) to 
seek treatment elsewhere. The "Leaving Hospita 

The Interim Chief Medical OWcer ordered a 
MLK Depahent Chiefs to discontinue the 
practice of using Physiclan Assistants for 
consuitations in the ED. All ED consuitaU01 
will be performed by an attending physician 
(Attachment 66) 

I . The ED Nurse Manager prov!ded a letter 
Instructing all Ed RN's regarding Physician 
Assistants cannot provide consults. 

~~~ 

(Abchment J) 
The Interim Chief Medical m c a r  instructed 
Department Chiefs to ensure that ail attendi 
physicians are aware of the need to docume 
their consultations (Attachment BE) 

nnanent Action: 

ledlate Actions: 
ED nurse manager counseled the RN who 
gave morphine 4mg, but did not receive the 
results of the medication administration. 
ED nurse manager educated all ED registen 
nurses on the requirements to record the 
results of medication administration. 
(AttachmentH) 
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Continued From page 52 
against Medical Advice" form was noted to be 
incomplete. In addition, the medical record failed 
to contain documented evidence that at the time 
of dicharge, Patient ? S O  had been assessed by 
a physician or had received discharge 
instructions. 

On 6/1/07 and 6/5/07 discussions with hospital 
staff regarding the care of Patient S O  and q u a i  
assurance, identinled that the medical care 
received by Patient S O  was deemed to be 
appropriate. The hospital W a s  requested to 
omvide anv and all documentation related to the 
baiient's &a as well 2s any q u a r i  of care 
reviews. 

A case review summvyfor Patient S O  r w  
received at 1340 hours on 6/5/07. The case 
review confirmed a failure of the ED ~hvsicians to 
document assessments of Patient +SO for three 
days. Further review of the summary identiiied 

' 

that there was a county system -wide plan to 
provide neurosurgical s e ~ c e s  and to streamline 
ihe transfer pro&ss of patients between 
hosoiWs. Patient $50 was a oendino transfer to a 
higiier level of are  on 3/3/0j prior 6 leaving the 
hospital against medical zdvice. As of 6/7/07, the 
county system -wide plan to ensure the prompt 
provision of adequate neurosurgical care had not 
been implemented. 

2. Patient $69 presented to the emergency 
department on 3/8/07 at 2242 hours, with a chief 
cokjplaint of stomach pain for the p&t two ' 
week.  The nurse documented thai the pain was 
in all four auadrants and radiated in to the 
patienrs &ck It was documented that the patient 
had multiple episodes of nausea and vomiting 
today. Patient %9 identified her pain as being 
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mediate Aetions - Patient 50 
The ED Medical Director provided education 
for all ED physicians on 'change of sh i i  and 
patient hand-off recommendations.'This 
d i w v e  requires speciflc acknwiedgement 
and documentation of the hands= on each 
sh i i  (Attachment K). 
A hospitalist position on ail s h i i  was added 
to the Emergency Department team to 
assume responsihiiity for the care of internal 
medicine patients who are admitted to MLK- 
H, the hospitalist assumes responsibility for 
facilitating the transfer. While the patient is 
awaiting transfer or admission, the 
hospitaiist assumes responsibility for 
facilitating the transfer. While h e  patient is 
awaHing transfer or admission, the 
hospitalist is responsible forvniting holding 
orders. reassessing the patimnt periodically. 
and modifying the plan of care as required. 
However, the ED physicians remain 
responsible for neurisurgicai, orthopdic 
end psychiatric patients avraling transfer 
and other departments would assume 
responsibility for their patients. 
For the ED physicians. the smart chart (a 
physician documentation record. which is a 
tool, used to assure consideration of 
important clinical questions) was 
Implemented to improve physician 
documentation and to capture encounter 
times. 
The ED Medical Diredor informed ED 
physicians at a department meeting, and 
foilwred-up with a written directive to all ED 
physicians, that they were responsible for 
assessing all active patients and patients 
waiting for transfer at the beginning of each 
shii. They were also Informed of their 
responsibility to meet with oncoming 
physicians at the end of sh i i  to provide 
appropriate information as part of the pass 
On process. Physicians were also reminded 
to document the patient's condition at 
change of sh i i  and to document that the 
patient's care was transferred to the . 
onmrning physician by name (Altachment 
K). 
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against Medical ~dvice" form was noted to be 
incomplete. In addition, the medical record failed 
to c o n h  documented evidence that at the time 
of discharge, Patient 450 had been assessed by 
a ~hvsician or had rece'bed dischame 
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On 6/1/07 and Wd07 discussions with hospital 
safi reaardina the care of Patient S O  and aualit 

DATE SUR\EY 
coM?LEO 

06/07/2007 

~ssura&e, id&tiiied that the medical care ' 

received by Patient $50 was deemed to be 
ao~m~riate. The hospital Vks reauested to 
d+de any and all dbcumentafio'n related tothe 
patientk care as well as any quality of care 
reviews. 

A case review summary for Patient S O  was 
received at 1340 hours on 6/5/07. The case 
review confirmed a iailure of the ED physicians tc 
document assessments of Patient 930 for three 
davs. Further review of the summaw identified 
th& there was a county system -wide plan to 
provide neurosurgical s e ~ c e s  and to streamline 
the transfer process of patients between 
hoso'ltals. Patient +SO was a pendina transfer to : 
higher level of care on 3/3/07 prior 6 leaving the 
hospital against medical advice. As of WIO7, the 
counhr svstem -wide ~ l a n  to ensure the DromDt 
proviGo; of adequ2te'neumsurgical care hadiol 
been implemented. 

2. Patient S9 presented to the emergency 
department on 3/8/07 at 224.2 hours, with a chie 
comulaint of stomach pain for the cast two ' 
week. The nurse doimented thkthe pain was 
in all four quadrants and radiated in to the 
patient's back. It was documented that the patier; 
had multiple episodes of nausea and vomiting 
today. Patient a9 identified her p& as being 

Wont l&.GW 

ennanent Action: 
he monitoring process described below will be 
sed to assure the continuing efiectiwness of 

t ese corrective actions. i 

- 
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I 
. ~~- ~ ~ i volvement at the change of ihift and hospitalist 

1 volvement with patient's awaiting admission or 
t nsfer. Deficiencies vrill be addressed with the 
dEpawent chair. Resutts of these audits will be 

education to ail ED nursing leadership on the . importance of patient advocacy. partfculariy as 
it relates to chair of command and nurse& 
physician communication. 

... 
to the Periornance improvement 

mmittee, which wili review and create corrective 
necessary. This data wili then be reported 

Committee and to the Governing Body 
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inmediate Actions - Patient so: 
The ED Medical Director provided education for 
all ED physicians on 'change of shi i  and 
patient hand-off recommendations.'Ths 
diredlve requires specific acknowledgement 
and documentation of the hand*% on each 
shift (Attachment K). 
A hospitalist positton on all sh ib  was added to 
the Emergency Department team to assume 
responsibility for the care of internal medicine 
patients who are admitted to MLK-H, the 
hospitalist assumes responsibility for 
facilitating the transfer. While the patient is 
avaitlng transfer or admission, the hospitalist 
assumes responsibility for facilitating the 
transfer. Whlle the patient is awaiting transfer 
or admission, the hospitalist is responsible for 
writing holding orders, reassessing the patlent 
periodically, and modifying the plan of care as 
required. However, the ED physicians remain 
responsible for neurosurgical, orthopedic and 
psychiatric patients awaiting transfer and other 
departments vrould assume responsibility for 
their oatients. 



LAQhlARTIN LOTHER KING JR GEN HOSPITAL 

050578 6. WING 
0 W E 0 0 7  

- 
W) ID 
PaEFix 
TAQ 

SUMMR~~Y STA-OF D m c E N a s  
OZFKENGY hNSS65 PiGGDEO BY FULL 

REGULATOUY OR LSC lDPmmNG INFOWTION) 

Continued From page 52 
against Medical Advice" form was noted to be 
incomplete. in addition. the medical record failed 
to conlain documented evidence that at the time 
of dischame. Patient S O  h.%l been assessed bv 
a or had received d i i a r g e  
instructions. 

On MI107 and 6/5\07 discussions with hospital 
atafi regarding the care of Patient #50 and qualit 
assuran&, id&ified that the medial a r e  
received bv Patient i%O was deemed to be 
zipp~opriat6. The hospital Was requested to 
p ~ v i d e  any and all documentation related tothe 
patient's m e  as well as any quality of care 
reviews. 

A case review surnmaryfor Patient S O  was 
recejived a! 1340 hours on 6/5/07. The case 
review confirmed a Mure of the ED physicians tc 
document assessments of Patient *SO for three 
days. Further review of the summary identiiied' 
that there was 2 county system -wide plan to 
provide neurosurgical s e ~ c e s  and to streamline 
the transfer process of patients between 
hospikls. Patient %O was a pending transfer to ; 
higher level o i  cue on 3/3/07 prior to leaving the 
hospBl against medical advie. As of 6/7/07. the 
county system -wide plan to ensure the prompt 
provision of adequate neurosurgical care hed nol 
been implemented. 

2. Patient %9 presented to the emdrgency 
depvtrnent on 3/8Xn at 2242 hours, with a chie 
compWnt of stomach pain for the past two ' 
weeks. The nurse documented that the pain was 
in all four quadrants and radiated in to Uie 
petient's back It was documented that the patier 
had multi~le e~isodes of nausea and vomiting 
today. ~Atieni %9 identified her pain as being 
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patienrs care was transferred to the oncoming 
physician by name (Attachment K). 

lbmediate Action - Patient A: I 

1 The ED Nursz Manager counseled the RN who 
railed to record the attributes of pain as required 
bv eolicv. I 
~ i e  E D - N U ~ ~ ~  Manager conducted inservice 
training for ail ED RNs regarding appropriate 
documentation of pain assessmenk and the 
requirements for  assessment of after medication. . 
Training was also limvided on clear 
documentation standards (Attachment G,H). 

pl manent ~ d i o n :  
I e monitoring process described below wviii be used 
t assure the continuing effetiveness of these 
c rredive actions. f 

~dsit lons Responsible: 
EQ Nurse Manager 
ED Physician Diredor I 
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:ontimed From page 52 
against Medical Advicece form was noted to be 
nmmplete. In addition, the medical record failed 
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:o conkin documented evidence that at the time 
3 diichame. Patient e50 had been assessed by 
s physici& or had received discharge . - 
nstructions. 

3n 6/1/07 and 6131- 07 discussions with hospital 
stafi regarding the care of Patient #SO and quali 
murance, identified that the medical care 
received by Patient +SO was deemed to be 

( W M U L T l P L E m ~ W O N  

A BUlLDiNG 

appropri&. The hosp'tal Bas requested to 
~rovide anv and all documentation related to the 

(73) DATE SLRYEY 
WW- 

patient's &re as well as any quality of care 
reviews. 

A case review summary for Patient #50 was. 
r e d i d  at 1340 hours on 6/5/07. The case 
review mni ined aaiure of the ED physicians tc 
document assessments of Patient $50 for three 
days. Further review of the summary identified 
that there was a county system -wide plan to 
Drovide neurosuroical services and to streamline 
h e  transfer prw& of patients between 
hospitals. ~&ient S O  &s a pending transfer to E 
hioher level of cue on 3/3/07 orior to leavin~ the 
hospital against medical advide. As of WO?, the 
county system -wide plan to ensure the prompt 
provision of adequate neumsurgid care had not 
been implemented. 

2. Patient %9 presented to the emergency 
deoartment on 3/8/07 at 2242 hours, with a chiel 
c&plaint of stomach pain for the past two ' 
weeks. The nurse documented th& the pain was 
in all four ouadrants and radiated in to the 
patient's b&k. It was documented that the patien 
had multiple episodes of nausea and vomiting 
today. Patient M9 identified her pain as being 
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mediate Actions - Patient 50 
The ED Nurse Manager provided educatidn 
for ail ED RNs on discharge assessments. 
The ED Medical Director provided education 
to ED MDs on the elopement and AMA policy, 
which includes the requirement to document 
the patient's level of capacity and the 
discussion vrith the patient regardlng the risks 
and benefts. The education addressed that 
patients Should be  provided with instructions 
forfoil0v1-up care (Attachment M). 

below wiii be 
ed to assure the continuing effectiveness of 

(Attachment 0). 
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antinued From page 53 
severe with a score of 10 out of 10. Patient #69 
dentified that the pain she was expetiencing was 
mstant arid that nothing provided relief. The 
~ a i n  was further descnied as aching and burning 
.vith a pressure sensation. Nursing 
iowrnentation revealed that the pah'ent was 
noanina and had facial arimacina. V I  sim 
nere recorded as ~ern~erature 152.8 deg;ees, 
ieart rate 97, respirafions 24 and blood pressure 
m s  133159. No treatment was  provided to 
dleviate pain or reduce the patienfs fever at the 
Bme of triage. The patient was assigned a triage 
Aegory of 3. Category or Level 3 patients are 
descnied as having a stable major injury or 
Jlness. 

I 

Two hours later, at 0040 hours, Patient S 9 ' s  vital 
signs were reassessed. Patient #69 had a 
temperalure of 1024 degrees, heart rate 102, 
respirations 20 and blood pressure was recorded 
as 11 8/62. The patient continued to experience 
severe abdominal pain. No treatments were 
provided in the triage area 

At 0110 hours, the patient was  transferred to the 
treatment area. Patient #69 continued to have 
severe pain, recorded as 7/10. The patient 
received Tylenol 650 mg. and was placed on 
o m e n  by mask At 0220 hours, the patient was 
described to have decreased pdn. & 0400 hours: 
nursing documentation revealed that Patient #69 
had no orders for care and was waiting for the 
physician assistant This was approximately three 
hours after she was taken to the treatment area 
of the ED. 

Patient #69 was not evaluated by a physician unti 
0530 hours The patient was described as having 
afever and was in moderate to severe distress. 

a(m-99) R8viousVerslMs00mlctc EmdlBCUC 

mediate Actions - Patient 69 (cont'd) 
The ED Nurse Manager provided education 
to all ED RNs on the requirement to n o w  
physicians of all patients vaiting to be seen 
that are experiencing pain at a level, which 
requires intervention based on the pain 
poilcy. This information must be documented 
in the patient's medical mwrd (Attachment 
HI. 
 multidisciplinary team of ED physicians and 
ED nurses reviewed the current triage 
process. As a result of that reviaw, the 
lriaging process vas redesigned to provide 
for a more timely medical screening exam. 
This process includes the following 
(Attachment 0). 

The triage nurse and registration 
clerk are w-located so that the 
triaging process and the registration 
process can occur simuitaneousiy. 
A physician will be available to the 
triaging area to perform immediate 
medical screening examinations for 
patients who are identified as a 
Level 3. Upon completion of the 
medical screening examination. 
based on the patient's clinical 
oresentation. tests and treatments 
iincluding pain management) will 
be ordered and carried out 
Patients who are identified as a 
Level 1 and 2 at the time of triage 
will be brauaht hack to the .~... -. .. .. <... .. .... 
emergency treatment area. At the 
time of arrival, the ED chargo nurse 
will n o t i  the physician of the 
patient's arrival by placing the 
patlent's pseudo name on the white 
board along with the patient's 
priority number. The physician will 
a&novrledge the pafleni by 
initialing the white board and will 
perform the medical screening 
examination as soon as possible, if 
a patient's wndiiion is critical, the 
RN wlll verbally notify the 
physician. 
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Tne patient continued to experience severe pain 
and nausea The natient experienced severe pain 
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At 0950 hours, 11 hours zfer presenting to the ' 
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ED, the patient was tiansferred to surgery 
services to undergo an exploratory lapamtomy. 
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3. The medical record for Patient #26 
documented the teenager presented to the 
emeraenw denartmen! (ED] at 2 s  hours on 
2/12/67 wiih right abdommal pain. He was triaged 
by the nurse and determined to have pain of 10 
on a 1-10 scale (10110). His oxygen saturation 
level wzs loo%, his pulse 95 respirations were 11 
and his blood pressure was 113169. At0040 
hours the nurse documented the patient was 
complaining of diiculty breathing. The nurse 
documented he h2d rvheedna in his lunss, his - - 

respiratory rate was 22, biooi pressurerewas 
135170, oxygen saturation was 97% and that he 
was anxious and restless. There was no 
documentation about why he was left in the lobbq 
of the ED. No pain mediktion or other pain 
relievina interventions were ~rovided. There rn ~~.~ 

no re-assessment of the &ent until he was 
taken to a treatment araafnre hours later. At 
0530 hours on 2/13/07 his pain was 8110. At 
0645 hours laboratory tests and pain medication 
were ordered for ~ a f e n t  Lr28. Tfie pain / medication was administered at 0840 hours: . . . . - - - 
approximately 8 and 112 hours after he presenter 
to the ED. Laboratorytest results werenot 
available until 2100 hours. This was -. 
approximately 14 hours after they were ordered 
and 19 hours aiter Patient #26 came to the ED. 
There was no documented evidence the nursing 
or medical staii were foliowingup to ensure the 
laboratory test results were obtained. During 
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A 455 I~ermanent Action: 
e m ~ n f f ~ r i n g  prccess described below will be 

used to assure the wnUnuing efiecliveness of 
hese wmeh actions. F 
onitoring: 
en randomly selected medical rewrds viiii be 

evlerved daily to track the time from triage to 
edical screening examination. Data from these 
ally reviews wiii be presented to the ED 
ollaborative Practice Commiitee and the pmcess 
ill be re-evaluatad as a result of this review. Data 

rill also be presented to the Performance 
pmvement Committee monthly which will 

valuate it create wrrective actions as necessary. 
nd report i t  to the Executive Committee and as 
ppropriate. the Governing Body. i 
OSition Responsible: 
D Medical Director 
D Nurse Manager 

t nmediate Actions - Patient 26: 
The ED Nurse Manager provided education to 
all ED RNs on the requirement to notify 

' 
physicians of all patients waiting to be seen 
that are experiencing pain, which qu i r es  
interventions based on the pain policy 
(Attachment H). 
A multidisciplinary team of ED physicians and 
ED nurses reviewed the current triage process. 
As a result of that review, the triaging process. 
was redesigned to provide for a more timely 
medical screening examination. This process 
includes the foliowino: 

o The ~ a g e i u r s e  and regbtration 
clerk are m-located so that fine 
triaging Process and the registration 
process can omrsimuitaneously. 

o A physician vliii be available to the . 
triaging area to periorm immediate 
medical screening examination, 
based on the vatlent's clinical 
presentation, iesk and treaiknts 
(including pain management) will be 
ordered and carded out. 



bntinued From Dage 54 . - 
h e  patient continued to experience severe pain 
md nausea. The ~ t i e n t  exoerienced severe pain 
hroughout her E6 stay. ' 

U 0950 hours, 11 hours afkr presenting lo the 
ZD, the patient was transferred to suraerY 
:e&cesto undergo an explodry la&ri,tomy. 

%. The medical record for Patient e 6  
iocumented the teenager presented to the 
Smergency department (ED) at 2355 hours On 
?/12/07 with right abdominal pain. He was triaged 
~y the nurse &d determined'to have pain of 10 
~n a 1-70 scale (10110). His oxygen saturation 
eve1 was loo%, his pulse 95 respirations were 11 
md his blood pressure was 113/69. At 0040 
lours the nurse documented the patient was 
mnplaining of di iwlty breathing. The nurse 
iocumented he had wheezing in his lungs, his 
espiratory rate was 22, blood pressure 
135/70, oxygen saturation was 97% and that he 
was anxious and restless. There was no 
documentation about why he was left in the lobby 
of the ED. No pain medication or other pain 
relieving Intenrentions were provided. There was 
no re-akessment of the patient until he was 
taken to a treatment area f ~ e  hours later. At 
0530 hours on 2/13/07 his pain was 8/10. At 
0645 hours laboratory tests and pain medication 
wereordered for Patient Z6.  The pain 
medication was sdministered at 08h0 hours; 
a~oroximatelv 8 and I/;! hours after he presentee 
tghe ED. Liboratorytest results werejioi 
available until 21 00 hours. This was 
approximately 14 hours after they were ordered 
and 19 hours after Patient #26 came to the ED.. 
There was no documented evidence the nursing 
or medical staff were followinrr-UD to ensure the 
labomtory test resuits were 06tairted. During 
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Patients who are Identified as a Level 1 and 2 
at the Lime of triage, will be brought back to th 
emergencytreatment area. At the time of 
arrival, the ED charge nurse will notify the 
physicfan of the patientk arrival by pladng the 
patientk pseudo name on the vthhna board 
along vAh the patient's priority number. The 
physician will acknowledge the patient by 
lnltialing the whine board and will perform the 
medlwl screening examination as soon as 
possible. If a patient's w n d i i n  is uitical, the 
RN will verbally notify the physician. 

The ED ~ u r s e  Manager will provide re- 
education for all ED RNs on the need to 
reassess triaged patients in the ED waiting 
mom, based on their acuity and acmrding to 
the triage policy number 114 Attachment 0). 

A multidisciplinary team of Nursing. ED and 
Pathology revlewed the current processes for 
ordin'ng, collecting and delivering labs for the 
ED. The process was re-deslgned to include 
the followins IAttachmenl Olr 

o ~li laboralory ord;?;; are entered in 
the hospaal computerired order entry 
sys1em.The Labomlorv Sumrvi+or 

reviews the orders on this list every 
hour. 

3 A laboratory runner goes to the ED 
every 30 minutes, collects the lab . 
specimens and follow-up on any 
ordered specimens that are not 
available for retrieval. If labs have not 
been received in the lab withln one 
hour, the lab sends someone to . 
wllact sample. 

o The ED Nurse Manager provided re 
education for an ED RNS on the!; 
outstanding lab results. 

manent Action: 
monitoring process described below will be 

d to assure the continuing effectiveness of these 
etiwe actions. 

txn 
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ihe patient continued to experience severe pain 
md nausea The patient experienced severe pain 
hroughout her ED stay. 

4t 0950 hours, 11 hours after presenting to the 
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33, the patient was transferred to surgery 
jervices to undergo an exploratory laparotomy. 
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3. The medical record for Patient 2 6  
iocumented the teenager presented to the 
mergency department (ED) at 2355 hours on 
?112/07 with riaht abdominal pain. He was biased 
,y the nurse &d determined.to have pain of 10 
,n a 1-10 scale (10110). His oxygen saturation 
eve1 was 1000/., his pulse 95 respirations were 1.5 
and his blood pressure was 113169. At 0040 
noun the n h e  documented the p ~ e n t w a s  
mnolainiicl of.diiulW breathing. The nurse 
document& he had wheezing i ihis  lungs, his 
respiratory rate was 22, blood pressure was 
135170. o m e n  saturation was 97% and that he . .- 
was anxious ,md restless. There was no 
documentation about why he was left in the lobby 
of the ED. No oain medication or other pain 
relieving inte&ntions were provided. There was 
no re-%sessrnent of the patient unbl he was 
Wen to a treabnent areaf~e hours later. At 
0530 hours on 2/13/07 his pain was 8/10. At 
0645 hours laboratory tests and pain medication 
wereordered for Patient S B .  Tho pain 
medication was administered at 0840 hours; 
approximately 8 and 112 hours after he presented 
to the ED. Laboratory test results werenot 
available until 2100 hours. This was 
approximately 14 hours after theywere ordered 
and 19 hours after Patient a 6  came to the ED. 
There was no domented evidence the nursing 
or medical staff were followinc-UD to ensure the 
laboratory test results were okahed. During 
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onitoring: 
In randomly selected medical remrds will be 
viewed daily to tack the time from triage to 
edical screening examination. Data fmm lhese 
llly reviews will be presented to the ED 
Iliaborative Pradice Committee and the process 
I1 be reevaluated as a result of this review. Data 
!I also be Presented to the Performance 
lprovement Committee monthly which will 
aluate it, m a t e  corrective actions as newsary, 
d report it to the Executive Commitlee and as 
propiate, the Governing Body. 

As part of the monthly laboratory quai i i  
assurance program, the time from request to 
the time of receipt of specimen wiil be tracked 
and trended and wrreclive adions based on 
the data will be recommended to the Quai i i  
Improvement Committee. then reported to the 
Executive Committee and the Governing Body 
as appropriate. 
Ten randomly selected open medical records 
wlll be reviewed each week to track the time 
from when the labs are ordered to the time the 
resuits are placed in the chan Results of 
these audits will be reported to the 
Peifonnance Improvement Commitiee which 
will review and m a t e  corrective adions as 
necessary. The data will then be reported to 
the Executive Committee. 

sltons Responsible: 
%tor of Pathology 
Medical Director 
Nurse Manager 

i f  crmiinuation sheet Page E@f7 
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ContinuedFmmpage55 
interviews on 6/1/07 medical staff stated this 
patient Yell through the cracks: 

4. a The medical record for pediatric Patient 3 6  
showed she presented to the emergency 
department ai 1030 hours on a20107 for 
vomiting, lethargy, cough and congestion. She 
had a hlstonr of aventriculoperiloneal shunt for 
hydrocephaius and b e w  to feel bad after a visit 
to the dentist. Documentation shows the 

I STATELAENr OF DERWENUES 
4ND iUNOiCORRECi7ON 

~Pisenca of a shunt malformation andlor infection 

I 
0 6 / 0 7 ~  - 
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A BUILDING 
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050578 

ias being  led out A neurology consult was 
ordered. At 1230 the ohvsician's assistant (PAC) 

(X3)DAiZW?mY 
cow!=- 

saw the patient to perbin the neurology 
consult&on. ~ h e G  was no documented widen- 
a neuroloaist saw the oatient: however, the PAC 
docum&kd the recommended plan, in 
consultation with the neurologist, would be 
evaluation and management by a nemurgeon 
on an urgent basis toassess the functioning of 
the shunt Sinca neurosumeons were not 
available at the hospital th; PAC recommended 
lransfer to another hosoital. The child was in the ~~ ~~ ~ ~ 

emergency deparbneni until 2200 hours butthere 
was no documented evidence a nemurgeon 
was contacted or that efforts were made to 
transfer the pztient to a hospital with this s e ~ i c e  
available. The patient was discharged tothe 
mother's care. Interviews conducted with the 
Medical Director of the hospital on 06/01/2007 
and a review of an a d m i n i m e  document of 
03/07/2007 and 03/12/2007, revealed that 
Neurosurgical back up spedalty coverage had 
been scheduled to terminate on 0Z28J2007. 
However. arrangements had been made to 
extend ~ e u r o s h i c a l  coverage by staff 
neurosumeons " thmuah 04E007. ' Medical stafl ~ - - ~ -  
interviews revealed thaithe emergency 
department physicians were not informed that 

( tmmedlate Action - Patient 36: A 455 
The Interim Medical Dlredoi directed the 
chairs Of the Department of Medicinn 
Women's and 1 
p i  

that 

condudi ED 
IAilachrr 

- .-, 
:hild health'and Surgery 

l~sioian assistants will no longer be 
ng medlwl consultations in the 
lent BE1 

~ -- ,. 
it Was determined that there was no longer a 
need for neurosurgical transfer based on the 
results on the shunt sen'es, but this was not 
clearly documented. The Chair of Department 
of Women's and Child's healUl wiil wunseithis 
physician on the lack of clear documentation o 
the change in treatment plan. 

e monnoring process described belovrvrill be 
of these corredive 

onltorlng: 

and create cone&e 
vlili then be reporied 
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Continued Fmm page 56 
conbattural coverage had been ekended and 
available. 

4. b. At 1215 hours on 320107 radiological tests 
of Patient #36's shunt was ordered. 
Documentation shows the patient went to x-ray al 
13!Z hours .but the tests were not performed 
because the radiology department bid not know 
what to do. At 1415 hours the p~tient was again 
sent to the radiology deparbnent for the tests. The 
test results were not available for flagnosis 
andlor treatment until 1700 hours; 6 and IR 
hours after Patient 3 6  presented to the ED. 

5. The medical record for Patient #S documented 
he  resented to the ED at 1139 hours on 5/11/07 

left flank pain. Hewas not seen by atriage 
nurse until three horn later, to determine the 
severity of his symptoms. At 1448 hours, the 
triage nurse documented his pain was 8/10. At 
1730 hours the nurse documented the first full 
assessment of the patient The patient was 
evaluated by a physician's assistant There was 
no documented evidence a physician saw Patient 
#5. Pain medication was not administered to 
Patient #S until 2100 hours, 9 and 1R hours after 
he presented to the ER. No further treatment was 
provided to Patient ?% 2nd it was documented 
that he eloped from the ED at 0000 hours on 
511 2/07. 

6. The medical recjrrd for Patient S identified 
that he m e  to the ED at 1812 hours on 5/11/07 
for a "surgical mnsult for (his) umbilical hernia" 
He was triaged at 1845 hours, and complained of 
5/10 pain. When he was called to the treatment 
area, four.hours later, he did not answer. At 0100 
hours the nurse documented Patient % left 
vrithout being seen. No medical screening 

57(02-94 PrwbsV~lSiDm ObSJbtD EWM la W E  

I 

Medical Directordireded the 
chairs of the Depament of Medicine, 
Women's and ChildJealth and Surgery that 
physician assistants will no longer be 
conducting medical consultations in the ED 
(Attachment BE). 
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It was determined that there wvas no longer a 
need for neurosurgical transfer based on the 
results on the shunt series, but this vras not 
clearly documented. The Chair of 
Depament ofwomen's and Child's health 
will counsel this physician on the lack of 
clear documentation of the change In ' 

treatment plan. 

STA-OF OGICENCEi  

I 
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e monitoring process described below vi l i  be 
of these 

ED records of patients 
including those who 

- 

- 

(XI) Pi(OMDEiVSJ??LEMXB 
DENimWTIONMJMaEi1: 

~dsl f fons Respomlble: 
~d Medical Director 
Int?nm Chief Medical Director 

W MULTlPL=CON~7iiU~N 
n'mm 

(X3) DAiE suiivEv 
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antrxtural coverage had been extended and 
miable. 

b b. At 1215 hours on 3120IO7 radiol~gical tests - 
d Patient $363 shunt was ordered. 
)omentation shows the patient went to X-ray at 
325 hours .butthe tests were not ~eriormed 
recause the radiology department bid not know 
vhat to do. At 1415 hours the patient wa$ again 
;ent to the raa01ogy department for the tests. Thc 
est results were not available for d~gnosis  
mdlor treatment until 1700 hours: 6 and 112 
lours after Patient X+6 presented to the ED. 

5. The medical record for Patient #5 documentec 
le DI733ted to the ED a! 1139 hours on 5/11/07 
tiith left flank pain. He was not seen by atriage 
lurse unhl three hours later, to determine the 
;everity of his symptoms. 1448 hour;, the 
riage nurse documented his pain was  8110. At 
1730 hours the nurse documented the first full 
assessment of the patient The patient was 
svaluated by a physician's assistant There vms 
nodocumented evidence a physic'm saw Patien1 
%. Pain medication vras not administered to 
Patient +5 until 2100 hours, 9 and 1R hours after 
he  presented to the ER. No further treatment w a r  
provided to Patient $5 and it w2s documented 
that he  eloned from the ED a! 0000 hours on 

6. The medid  record for Patient % identiiied 
that he came to the ED at 1812 hours on 5Ml/07 
for a 'surgical consult for (his) umbilical hernia.' 
He was triaged at 1845 hours, and complained a 
5/10 pain. When he was called to the treatment 
area, four.hours later, he did not answer. At OlOC 
hours the nurse documented Patient % left 
without being seen. No medical screening 

I 12El S WLMINGTON AVE 

I0 
PRGM 

TAG 
....... .... -- ..-.-- a -  -951 d ~ w s a  rausauon 10 

ail ED RNs on the requirgment to notify 
physidans of all patients waiting to be seen 
!hat are experiencing pain, v~hlch requires 
mtewention based on the pain policy. mi 
information must he documents In the patient's 
medical rewrd (Attachment  HI^ 
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A multidisciplinary team if ~ ~ i h ~ s i c i a n s  and 
ED nurses reviewed the h rmn t  triage pmcess. 
As a'result of that review, the triaging pmcess 
was des igned  to provide for amore timely 
medical screening examination. mi process 
includes the follorvina: 

o The triage Gurse and registration 
ole* are co-located so thst th. 

(X3) OATE suiivEu 
CDMPL- 

06/07/2007 - 

............ 
tdaging process and the registration 
Process can o r u r  SimuHaneously. 

o A physician will ta available to the 

M OF PROVtDEl4 OR SUTNGl I STilEETADDiiESS CliY, STAT- Z? CODE 
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........... 
triaglng area to perform immediate 
medical screening examinations for 
Patients who are identified as a Level 
3. Upon completion of the medical 
screening examination. based on the 
Patient's dinical presentation, tests 
and treatments (including pain 
management) will be ordered and 
carried out. 

(X) PROW- 
DP~FICATION N U ~ B R  

05MB 

o Patients who are identmed as a 
Level 1 and 2 at the limo of triage 
V l i l l  be bmusht bad; to the 
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contractural coverage had been extended and 
available. 
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I 1 4. b. ~t 1215 hours on ~/zo/o~' radio~oclical tests I 

I I 
- 

of patient S 6 ' s  shunt was ordered. 
Documentation shows the patient went to x-ray at 
1325 hours .butthe tests were not ~eFi0rmed 

STAEhEt4-f OFDglUPIU=S , ANJFUUIIOPCOi(RR=nON 

bemuse the radiology deparbnent bid not know 
what to do. At 1415 hours the patient was again 
sent to the radiolow de~artment for the tests. The 1 
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test results were G t  adiable for diagnosis 
andlor treatment until 1700 hours; 6 and 1b 
hours after Patient 3 6  presented to the ED. 

CO) D A E S J a E Y  
QwlEi'a 

5. The medical record for Patient#5 documented 
he presented to the ED at 1139 hours on 5/11/07 
with left flank pain. He was not seen by a triage 
nurse until three hours later, to determine the . 
severity of his symptoms. At 1448 hours, the 
triage nurse documented his pain was 8/10. At 
1730 hours the nurse documented the first full 
assessment of the patient: The patient Was 
evaluated by a physician's assistant There was 
nodocumented evidence a physician saw Patient 
S. Pain medication was not administered to 
Patient %5 until 2100 hours, 9 and lb hours after 
he p~Sertted to the ER. No further treatment was 
provided to Patient #5 and it was documented 
that he eloped from the ED at 0000 hours on 
5/12/07. 

e monibring Pmcesses described below will be 
of these corredlve 

ctions. 

~- . "..- 
I provement Committee monthly. which will 
valuate % develop corrections actions as 
ecsssary, and report tt to the Executive Cornminee 
nd as appropriate lo the Governing body. On= 

t e Executive Committee concludes that the C cess is stable, the daily record review will 
c nmrt to a monthly review. 

sition Responslble: 
Medical Direcotor 

6. The medlcal record for Patient % Identified 
that he came to the ED at 1812 hours on 5/11/07 
for a 'surgical consult for (his) umbilical hernia' 
He was triaged at 1845 hours, and complained of 
5/10 pain. When he was called to the treatment 
area. four.hours later, he did not answer. At 0100 
hours the nurse documented Patient Xi left 
without being seen. No medical screening 

I - 
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Continued From page 56 
contractural coverage had been extended and 
m i l e .  

4. b. At 1215 hours on 3120107 radiological tests 
of Patient 436's shunt was ordered. 
Documentation shows the patient went to x-ray al 
1325 hours ,but the tests were not performed 
because the radiology department did not h o w  
what to do. At 1415 hours the patient was again 
sent to the radiology deparhnent for the tests. Thc 
test results were not available for diagnosis 
andlor treatment until 1700 hours; 6 and 112 
hours after Patient #36 presented tothe ED. 

5. The medical record for Patient #5 docurnentec 
he presented to the ED at 1139 hours on 5/11/07 
with left flank pain. He was not seen by a triage 
nurse until three hours later, to determine the 
severity of hissymptorns. ~t 1448 hours, the 
triage nurse documented his pain was 8/10. At 
1730 hours the nurse documented the first full ~ ~~~ 

assessment of the patient. The patient was 
evaluated by a phy&cian's assi&nt There was 
nodocumented evidence a ohvsician saw Patienl 
%. Pain medication was not administered to 
Patient +5 until 2100 hours, 9 and 112 hours after 
he  presented to the ER. No further beatmentw 
provided to Patient #S and it was documented 
that he eloped from the ED at 0000 hours on 
5/12/07. 

6. The medical record for Patient $6 identifed 
that he came to the ED at 1812 hours on 5/11/07 
for a "surgical consult for (his) umblical hernia" 
He was triaged at 1845 hours, and complained 0' 
5/10 uain. When he was called to the treatment 
area:four,hours later, he did not answer..At OlOC 
hours the ntirse documented Patient $6 left 
without being seen. No medical screening 
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mediate Actions - Patient 6: 
A mulUdisclplinary team of ED physicians and 
ED nurses reviewed the anent triage 
Process includes the following: 

o The triage nurse and regbtration 
derk are ur-iocated so that the 
triaging process can occur 
simultaneously: 

b A physician wili be available to the 
triaging area to perform immediate 
medical screening examinations for 
PaUents who are identified as a 
Level 3. Upon cornpietion of the 
medical wreenlng examhalion. 
based on the patienfs clinical 
presentation, tests and treairnents 
(including Pain management) vriil be 
ordered and carried out. 

o Patients who are identified as a 
Level 1 and 2 at the lime of triage 
wili tie brought back to the 
emergency tteatment area. At the 
time of arrival, the ED charge nurse 
will no i i i the  physidan of the 
patient's arrival by placing the 
Patient's pseudo name on the white 
board along with the patient's 
priority number. The physician vhil 
acknowledge the patient by initialing 
the whiie board and w i l l  perform the 
medical screening examination as 
soon as possible. If a patient's 
wndition is critical, the RN vriil 
verbally notify the physician. 
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xamination had been pelformed to determine if 
he patient had a medical emergency condition. 

7. The medical remrd for Patient E', showed she 
resented to the ED at 2045 hours on 9 1  1/07 for 
'spotting' during her pregnancy. Patient f l  
;tated s h e  was 2 months pregnant At2140 hours 
;he was tiaged and a pregnancy test was 
iocumented as pcsltive. When the patient was 
Aled to the treatment area 2 hours later, she had 
eft without being seen to determine if an 
amergency mnditlon existed. 

'atient iS7 returned to the ED at 1306 hours on 
5/14/07 with a complaint of vaginal bleedimg for 
hree days. She had 8/10 pain when triaged by 
the nurse at 1315 hours. There was no 
iocumented evidence the ED nurse evaluated 
how much the patient was bleeding. There was 
no documented reassessment of her mndiion, 
unfil she  was taken to the treatment area, four 
hours later, at 1730 hours. No pain 
medicationlintervention was given. Her medical 
screening exam was conducted by a PAC. She 
passed the products of conception while having 
an ulhasound done, and was discharged by a 
physician at 2235 hours, after having had a 
miscarriage. 

8. Patient +2 came to the ED of the hospital on 
4/30/07 at approximately 1207 hours. When . . 
tiaged at 
1250 hours, she  identified she  had sharp pain of 
10 on a 1-10 scale, with 10 being the most 
severe. No oain interventions were initiated in thc 
triage area. h e  patient was taken to the 
treatment area five hours later at 1815 hours, am 
r e c e ~ e d  pain medicatibn one hour later. 
Approximately 20 hours after she presented to 
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(ERM mmRsrrvE ACTION SHOULD BE 
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nce audii demonsk%%%%ncv. rnon~tanna . .  mu . 
! llmlteo to ten mans monthly. 

mediate Actfons - Patient 2: 
The ED Nurse Manger provided re- 
education to all ED RNs on the requirernenl 
to notify physicians of ail patients vraiting to 
be seen that are experlendng pain vihlch 
requires intervention based on the pain 
policy. This Information must be 
documented in the patienYs medical remrd 
fAttachment Hl. 
A multidisdplin'ary team of ED physicians 
and ED nurses reviewed the current triage 
pmcess. As a result ofthat review, the 
triaging pmcess was redesigned to pmvide 
for a more timely medical sueening 
examlnation. This process indudes the 
following : (Attachment 0) 

o The triage nurse and registration 
clerk am co-located so that the 
triaging pmcess and the 
registration process can occur 
simullaneously. 

o Aphysichn will be available to th8 
triaging area to perinrm 
immediate medical screening 
examinations for patients who an 
identified as a level 3. Upon 
mmpletion of the medical 
screening examination, based on 
the patient3 dinical presentation. 
tests and Ireabnents (induding 
pain management) will 6e orderel: 
and carried out 

,mediate Actlons - Patient 7: 
A mum'disciplinary team of ED physihns 
and ED nurses reviewed the current triage 
process. As a result ofthat revievt, the 
triaging process was designed to pmb3e 
for a more timely medical screening 
examination. This proaess indudp the 
following: 

o The triage nurse and registration 
derk are m-located so that the 

. taglng process and the 
registiation process can occur 
simultaneous!v. 

o A physicianGl be available to the 
triaging area to perinrm , 
immediate medical sereantno 

w m ~ X a m ~ n a U o n s  f dbHkO.ktl- page 
identified as a Eve1 3. Upon 
mmpletion of the medical 
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h t i n u e d  From page 57 
m i n a t i o n  had been performed to determine if 
fie patient had a medical emergency condition. 
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7. The medical record for Patient #7 showed she 
?resented to the ED at2045 hours on 5/l1/07 for 
%pottingm during her pregnancy. Patient $7 
stated she was 2 months pregnant At 2140 houn 
she was triaged and a pregnmy test was 
iocurnented as positive. When the patient was 
called to the treatment area 2 hours later, she hac 
left without being seen to determine if an 
emergency md i ion  existed. 
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Patient 87 returned to the a) at 1306 hours on 
5/14/07 with a complaint of vaginal bleeding for 
three days. She had 8/10 pain when triaged by 
the nurse at 1315 hours.There was no 
documented evidence the ED nurse evaluated 
how much the patient was bleedimg. There was 
no documented reassessment of her condion, 
until she was taken to the treatment area, four 
hours later, at 1730 hours.. No pain 
medicationfinterventbn was given. Her medical 
screening exam was conducted by a P A C  She 
passed the products of conception while having 
an ultrasound done, and was discharged by a, 
physician at 2235 hours, after havhg had a 
miscarriage. 
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8. Patient #2 came to the ED of the hospital on 
4/30/07 at approximately 1207 hours. When . . 
triaged at 
1250 hours, she identified she had sharp pain of 
10 on a 1-10 scale, with 10 being the most 
severe. No oain interventions were iniitated in th - 

triage areaihe patient was taken to the 
treatment area fnre hours later at 1815 hours, an 
r e c e ~ e d  pain medication one hour fater. 
Approximately 20 hours after she presented to 
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0 screening examination, based on e 
patients didinial prescntatia., tes 
and treaments (ind~dinq win k 
management) will be o r d k d  and 
carried out 

o Patients who are Identified as a Le el 
1 and 2 at the time of anival. the E k 
charge nurse will notify the physici n 
of the patient's arrival by plating th 
patient's pseudo name on the whl 
board along wvith the patient's pdor 
number. The physician will ' 
acknaviedge the patient by Initialin 
the while board and will perform lh 
medi i l  screening examination as 
soan as possible. If a patient's 
condition is m'fical. the RN vni 1 
verbaliy notify the physician. 

The ED Nurse Manager counseled the 
registered nurse who did not evaluate the 
amount of bleeding. 
The Chief Medi i l  ORicernoWied the ED 
Medical Director that physician assistants shall 
no longer perform medicalsrreening 
examinations. (AttachmentB) 
The EDMedical Director informed each 
Physidan Ass'mnt by m a i l  that they may n I 
longer perform medical screening examinatio . 
(Attachment C) 

. ?he Ed Nurse Manager or design& w:ll rev; 
ten randomly selected 
assess ED patients for 
intelvenUon based on pain score. Deficiend 
will be addressed by the ED Nkrse 
Data from the week& reviews will be piesenle . 
to the ED Collaborative Committee. Data win /' 
also be oresented tothe ~ ~ l ~ m o n t h k w h i c h l  
will evaluate it, create corrective a~tions as 
necessary and report it t Quality Council and 
Executive Committee, and as approprate to 
Governing Body. Once audii demomtrate 
consistency, monitoringwll be rmited to ten 
charts monthly. 

sition Responsible: 
I Medical Director 

COS ANGELES, CA 90059 

Nurse Manager I I 
a i e f  Medial ORicer I I 
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A 455 Continued ~ k m  page 58 
the R), at 0830 hours on 5 ~ 1 0 7 ,  a  gene^ 
surgery msultation was provided to evaluate the 
acute abdominal paln for Patient =The closed 
medical record for Patient #2 revealed Pr.'at 
bedside. However, review of the record revealed 
that the general surgery consultation had been . 
provided by a Physician Assistant (PA-C). 
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9. Patient #23 came to the emergency 
department on 4/30/07 at approximately 1000 
hours, for the evaIuation of a known ectopic , 

pregnancy. At 1800 hours a nursing intenral note 
indicated thatthe emergency department was 
unable to admit Patient #23 to the hospital "due tC 
short staff." There was no nursing or physician 
documentation to indicate intenrention to evaluatc 
the appropriate provision of care for Patient #23. 
The patient was admitted to an in-patient bed at ' 2100 hours. 

LME S U W  
C O I P m E O  

I 

10. Patient 43 came to the emergency 
department of the hospital at approximately2040 
hmrs an 4/30107. 'Patient ie3 stated that he was 

PZ) MULTIPLE CoNsTRUcnON 
A BUILDING 

SrATBnPrTOF OEFiClENUES 
AM PLANOFmRRECnON 

050578 

. ,- - . - - . . - - . . 
seeing aliens and devils. He was dropped off by 
his family. At t iage the nurse documented the 
patient had suicidal ideations with a plan to drink 
bleach. The nurse triaged the patient as a 
category3 (stable malor lness) and left him in 
the lobbvfor over one hour before taking him 

(Xl) P R O V I D E W S U P P U ~  
IOENllFiCATION NUMBER 

3. WING I 06!07E007 

Patient 43 was evaluated by the emergency 
department physician at 0500 hours on 5/1/07, a 
delay of almost 7 hours. No psychi;mic treatinel 
or consultation was provided. Approximately 6 
hours later, at 1055 hours on 511107, an 
evaluation by a mental health professional was 
reque$ed. 

'atient 23 
mmediate Actlon - Pate &3: 

A'multidisdplina!yteam of ED physidan!; 
and ED nurses reviewed the current triace 
process. As a result of that review, the 
triaging Process was redesigned to 
provide for a timely medical screening 
examination. This p r o w  includes the 
foilowing:(Attachment 0) 

o The triage nurse and registraticn 
Clerk are =-located so that the 
triaging process can occur 
sbnuitaneously. 
A physiclan will be available to 
the triaging area to perform 
immediate medical screening 
examinations for patients who 
are identilied as a level 3. Upor 
completion of the medical 
screening examination, based 
on the patieds dinical 
presentation, tests and 
treatmen& (including pain 
management) will be ordered 

iME OF PROVlDER OR SUPPLER , . 

and carried out. 
Patients who are identified as a 
level 7 and 2 atthe tie of triage 
will be brought back to the 
emergency treatment area. ,At 
the time of arrival, the ED 
charge nurse will notify the 
physidan ofthe patienf's arrival 
by placing the patienrs pseudo 
name on the white board along 
with the patient's priority 
number. The physician will 
acknovliedge the patient by 
initialing the white board and will 
perform the medical screening 
examination as soon as 
possible. If a patienrs condition 
is critical, the RN win verbally 
notify the physician. 

SlRETADOESS, UIY, STATE ZIP mOE 
12M1 S WRMMGTON A M  
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WI 
DATE 

PROVIDWS PLAN OF CORFlEmON 
(EACH W R R E A C n O N  SHOUW BE 

CROSSREFERENCED T O W  APPROPRLATE 
0muENw 

Permanent Actions: 
The monitoring process descrbed belawwiO be 
used to monitor the effediveness of mnem 
ach'om: 

Ulon'Wring: 
starting July '1.2007, Uti~i i t ion &view staffwill 
review akleast 15% of patients Weekly to tra& 
and trend data fmm arrival to biage and arrival to 
medical screening exam T i e  of a-I 10 
Of discharge 6 tracked eledronieuy through the 
Amnity System for all patients and trended 
weekly. The information goes to the E~~~~~~ 
Department Collaborative ~ o ~ a t ~ ~  for 
evaluation. The reports will go to both the ED 
~Ommittee and the Quality/Perfanance 
improvement Cornminee (QPIC), which m report 
this to the ExeaaiveCommittee or Q U ~ ~  
Counsel respechly, and then to the ~~~~~i~~ 
~ody. . 

lrrmediate Actions: 
€Redive 5129107 the policy entitled Management 
of Psychiatric patients a 1 8  for the Emergency 
Deparlment was revised to address the needs of 
&ittic patients presenting to the MU(* 
emergency deparlment To assure that there 
was mmprince with the revised policy, the ED 
Nune Manager mpleted inservice on the 
revised policywith emphasisthatatno time 
should the patient be I& abne. 

rmanent Action: 
m e  monhring proressdescbd ~ J O W W ~ I  be 
used to assure the efidiveiveness ofthe mnedive 
actions. 

nibring: 
The ED Nurse Manager or designee will review 
ten randomly selected charts each week to 
assess for appropriateness of triage acuity SCOE 
based on the Emergency Severity Index; this 
Indudes psychiatticpatientr.  he ED Nurse 
Managervrill address defidendes with 
responsible individuals. Data fmm the weekly 
reviews w i ~  be presented to the QPIC monthly, 
which will evaluate it, create mmftive a&ns as 
necessary, and report it to Quality Council, 
b w t i v e  Committee and the Governing Body. 
Once audits demonstate mnsisiency, monitoring 
will be limited to ten chaN monWy. 

ID 
PREFlX 

TAG 

A 455 . 
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Mc 
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p- 

TAG 

A 455 

SLIW.WRY STATELENTOF O~-CIES . (EACH O E A C l D m  MUSTBE PR€CEIJED BY NU. 
REGULATORY OR LSC IOPmMNG INFQMTtON) 

Continued From page 58 
the ED, at0830 hours on 5/i/07, a general 
surgery consubtion was pmvided to evaluate the 
rn &dominal pain for Patient 82. The closed 
medical record for Patient #2 revealed 'Dr?at 
bedside. However, review of the rec0rd revealed 
that the general surgery consultation had been 
provided by a Physician Assistant (PAC). 

g. Patient #23 came to the emergency 
depalment on 4/30/07 at approximately 1000 
hours, for the evaluation of a known ectopic 
pregnancy. At 1800 hours a nursing interval note 
indicated that the emergency deparhnent W a s  
unable to admit Patient #23 to the hospital 'due to 
short staSf.'There was no nuning or physician 
documentation to indicate inkwention to evaluate 
the appropriate provision of care for Patient #23. 
me patient was  admitted to an in-patient bed at 
2100 hours. 

ID. patient 83 came to the emergency 
depaknent of the hospital at a.ppro~imateh'2040 
hours on 4/3Olo7. 'Patient +13 stated that he was 
seeing aliens and devils. He wasdropped off by 
his family. At triage the nurse d o h e n t e d  the 
patient had suicidal ideations with a plan to drink 
bleach.  he nurse triaged the patient as a 
category3 (stable major illnss) and left him in 
the lobby for over one hour before taking him 
back to the treahent area. 

patient was evaluated by the emergency ' 
d e p m e n t  physician at 0500 hours on 5/1/07, a 
delay of almost 7 hours. No psychiatric treatment 
or consui@tion was pmvided. Approximately 6 
hours later, at 1055 hours on 5/1/07, an 
eduation by a mental health professional was 
requested. 
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Continued From page 59 
The mental health ekuation was not completed, 
until four hours later at 1500 hours: 17 hours afte: 
he  resented to the ED. The menial heakh 
prdessional detennined the patient denied being 
suicidal at the time of the evaluation. Patient #3 
was discharged home at 2100 hours without 
receiving treatment 

11.. Patients #62, #63, #64, #65, #66, S', #68 
were triaged on 5/30 andor 5/31/07 and sent to 
the Urgent Care area of the emergency 
department Each patient was examined and 
treated by a Physician Assistant, PA-C. When 
reviewed, each medical record revealed that the 
patients had been evaluated, treated and 
diichargedfrom the urgent care of the hospital 
ptior to the time of supe~sion or monitoring by 
the emergency department physician. 

The medical recotd for each patient failed to 
demonstrate a timed entry by the emergency 
department physician. When in!eMewed on 
5/31/07 at approximately 1030 hours, the PA-C 
readily admitted that medical screening 
examinations, provided by the PAC, were 
unsupe~ked by a physician. Patients were 
evaluated, treated and discharged from the 
urgent care area priorto the medical record being 
evaluated by a physician. When reviewed, there 
was no documentation in the ~ l e s  and 
regulations, or medical staff by laws delineating 
such privileges for the PA-C. There was no 
documentation present in the PA-C privileging 
forms to assess their qualifications and 
competence to provide medical screening 
exa&nations in the emergency department 
andor to determine if an emergency medical 
condition existed. 

I 12MI S WlLMMGTON AVE 
LOS ANGUES. CA 90059 

ID PROWDERS PIAN OFWRRECTlON 
PRmX (EACH CORRECTNE ACTION SHOUIDBE 

TAG' CROSSREERENCEDTOTHE APPROPR!ATE 
DD1CIMCV 

orredive Action- Patients 62,63,54,65,66, 
~ 4 5 5 L . m  . The Chief Medical Officer notifed Uie ED 

Medlcai Director that physician asslstank 
shall no longer perform medii l  
screening examinations. ( A t f a h n t  8) 

The ED Medical Diredor Informed each 
phpidan assistant. by Mai l .  that they 
may no longer perform medical screen I examinations. 

e Interim Medical Director nowed the head of 
ED contractor that physician assidanb mum 

01 be used to provide patient care at all in the ED 

. The monitoring process dcsm3ed below I WII be used to monitor the efeaiveness 1 of the corrective actions 

. Ten randomly selected medical records 
will be reviewed daily ta ensum 'at the 
mediil  screening exam is documented 
by an attending physician. Data wiil be 
nresented b i h e  P & m n m  - - -  ~. . 
impmvement Committee and lo the 
Executive Committee. Once the 
€u?cutive Commitlee condudes that the 
process is stable. the daily record m k w  
wiil mnvert to a monthly review. 

Medical Oiredar 
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hntinued From page 60. 
aatients #5, #7,#9 and 815 had their medical 
icreening examination in the main emergency 
oom treatment area The medical remrds 
ihowed the exams were performed by PA-Cs. 
mere were no timed cosignatures of the records 
y a supenrising physician. 

MULTIPE C O N ~ ~ U C ~ O N  

AEumlNG 
STAEMEWOF DEnclENClES 
AN3 PLAN OF U3RECIlON 

STREET ADDRESS, W, S T A X  ZIP CODE 
12M1 S WIlMIN'XON AVE 

3eview of the medical record for Patient 89 
;howed she presented to the ED at approximately 
1400 hours, on 4M0107, complaining of having a 
glass object "stu&" In her vagina She 
mmptained of moderate aching pain. The nurse 
focumented a PA-C saw the patient in triage at 
1540 hours, but there was no documentation by 
h e  P A C  about the determination if an emergent 
nedical condiion exited. There was no. 
katment ordered or provided for the patient's 
uain. There was no documented re-assessment 
of Patient #9, until approxirriately 6 and IN hours 
later, when a nurse saw her. A gynecological 
examination of the patient was ordered by the 
PAC at approximately 2100 hours. The nurse 
documented an exam was done by a physician, 
but there p s  no documentation by a member of 
the medical staff of the patients condition and or 
the treatment received. The patient was 
discharged at 2230 hours. The discharge 
instructions were written by the PAG. 
48255(a)(3) POUCIES 

WCI) PRoVIDEWSU?PUEWC~V\ 
IOENTlFlCATION NUMBER 

The oolicies and procedures governing medical 
care'pmvided in me emergency service or 
department are established by and are a 
continuing responsibirty of the medical staff. 

This STANDARD is not met a s  evidenced by: 
Based on a review of policies, procedures, 
medical staff bvlaws. rules and regulations and . . . - -. - - . 
staff interviews, $e hospital failed to ensure only 

LOS ANGELES, CA 90059 
PROVlDERS PLAN OF CORRECTION 

(EACH C o W r ~ n C n O N  SHOULD BE 
P+ ~ a c ~ g ~ ~ m ~ o w E w p m p R N ;  DrncENCy) 

oun : 
A455 A further review of tk? chart tisdmed that 

both an ED Dhvsician exam and a 

I 
- - -  

cansultalion'with a GYN were 
documented: however, they were -led 
In the wrong section of the chat  

. The monitoring process descnbcd belw~ 
will be used to assure the wntinuing 
efiectiveness of these wwctive actiom. 
The ED Nurse Manaserwll address 
deficiencies with respons3le personnel. 

in 

Mo itoring: f .. The ED Nurse Manager or designee win 
review ten randomlv selected charts each 

mediate Actlon: 
A multidisciplinary team of ED physF3ans 
and ED nurses reviewed the current triage 
process. As a r&ult of that review. the 
triage policy was revised so thatthe triage 
registered nurse notiiies medi i l  provider 
%the pauent is expeiienting pain 2 than 
7/10 and follows physicians order to 
initiate pain medication for pain reGef 
regardless of triage acuity level. The ED 
N u m  Manager provided in-sewlce on the 
revised triage poGcyHl4. 
The ED Nurse Manager provided 
education to all ED RNs on the 
requirementto notify physicians of all 
patientsmiting to be seen that are 
experiencing pain, which requires 
fnferven(ions based on the pain policy. 

week to assess ~~.oat ienk far ~ ~ - - - - - - - -  ,~~ ---  
eppmpfialeness of pain intervention based 
on pain score. Deficiencies will be 
addressed by the ED Nurs,c Manager. 
Oala fro the weekly reviews will be 
pmsonted to the ED Ccnaborative 
Committee. Data will also bo presented to 
the QPIC monthly, which wil evaluate it. 
mate mrredive actions as necessaw and 
report it to Quality Council and Executive 
Commitlee, and as appropriate to 
Governing Body. Once a u t i i  
demonstrate &istency, monitoring will 
be M i d  to ten charts monthly. 

I 
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antinued From page 60 
patiens 85, R, and #I5 had their medical 
screening examination in the main emet'gency 
room treatment area The medical records 
showed the exams were performed by PA-Cs. 
mere were no timed ~ s i g n a t m e s  of the records 
by a s u p e ~ s m g  physician. 

Review of the medical recard ior Patient #9 
showed she presented to the E!3 at approximatel! 
1400 hours, on 4130107, wmplalning of having a 
glass object "stuck' in her vagina She 
complained of m o d e m  aching pain. The nurse 
documented a PA-C saw the patient in triage at 
1540 hours, butthere was  no documentation by 
the PA-C about the determination if an emergenl 
medical condition existed. There was no . 
treatment ordered or provided for the patienfs 
pain.There was no documented reassessment 
of Patient #9, until approximately 6 and 112 hours 
later, when a nurse saw her. A gynecological 
examination of the patient was ordered by the 
PAC at approximately 2100 hours. The nurse 
documented an exam was done by a physician, 
butthere yas no documentation by a member of 
the medical staff of the patient's wndiion and or 
the treatment received. The patient was 
discharged at 2230 hours. The discharge 
instructions were written by the PA-C. 
482.55(a)(3) POLICES 

The policies and procedures governing medical 
care provided in me emergency service or 
department are established by and are a 
continuing responsibility of the medical staff. 

This STANDARD is not met as evidenced by: 
Based on a review of policies, procedures, 
medical staff bpla-laws, rules and regulations and 
staff interviews, the hospital failed to ensure only 

sTREETPLlDPESS &. =ATE ZIP mDE I. 1 2 ~ 1  s WILMINGTON AVE. 
LOS ANGELES, CA 90059 

PROVIDERS PLAN OF CORRECTION 
(E4CH GO- ACTION SHOULD BE 

D D l C I P l C n  

D Nurse Manager 

onimring: 
Quality improvement wll review ten . 
randomly seleded &arts weekly to asses 
domentatlon of results of pain medication. 
Deficiendes will be addressed by the ED 
Nurse Manager. Data fmm these reviews 
wll ba presented to the Performanm 
Improvement Committee and to the 
Executive Committee. 

esponsibre Position: 
hief Nursing ORimr 
D Nurse Manager 

I mediate Actions: E . The ED N@-se Manager designated a nurse 
educator to provide reinforced education of 
ED policy11114 to ensure that paknents are 
apprcprialely taged and assigned a biage 
awty level based on the Emergency 
Severity Index. The nurse educator 
provided Uissupplemeidal hining. 

onitoring: 
A multidis~plinaty team of ED physicians 
and ED Nurses reviewed the current triage 
orncess. As a result of that revlew. the 
i a g e  po~icy was revised so thattheiriage 
registered nurse notifies medical provider if 
the patient is experienang pain z 7/10 and 
f o l l w  physicians order lo initiate pain 
medication forpain relief regardless of triage 
acuity level. The ED N m e  Manager 
provided inservice on the revised biage 
policy#ll4. 
The ED Nurse Managerpmvlded education 
to all ED RNs on the requirement to notify 
physicians of all paSents waiFng to be seen 
that are experiencing pain, which requires 
inteNenlions based on ffie pain porq. 

The monitoring process described beiw wiil 
be used to assure the continuing 
ewctiieness ofthese wrrective actions. 
The ED Nurse Manager, will address 
defiaenties with responsible personnel. 

FamyllkCAOSMmOj5 If continuation shet 
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Continued From page 60 
Patients 85, *7,89 and #IS had their medical 
screening examination in the main emergency 
room treatment area The medical records 
showed the exams were perfom'ed by PA-Cs. 
mere were no timed co-signatures of the records 
by a supetvisig physician. 

Review of the medical record for Patient #9 
showed she presented to the ED at approximatel! 
1400 hours, on 4/30/07, complaining of having a 
giass object "stucie in her vagina She 
complained of moderate aching pain. The nme 
documented a PA-C saw the patient in triage at 
1540 hours, butthere was no documentation by 
the PA-C about the determination if an emergent 
medical condition existed. There was no, 
treatment ordered or ~mvided for the ~atienrs 
;&I. There was no dbcumented re-as'sessment 
of Patient #9, until approxiniately 6 and 112 hours 
later, when a nurse saw her. A gynecological 
examination of the patient was ordered by the 
PA-C at approximately 2100 hours. The nurse 
documented an exam was done by a physician, 
but there yas no documentation by a member of 
the medical staff ofthe patlent's condition and or 
the bwament received. The patient was 
discharged at 2230 hours. The discharge 
instructions were wrinen by the PA-C. 
48255(a)(3) POUCIES 

The policies and procedures governing medical 
ckprwided in the emergency setvice or 
department are established by and are a 
continuing responsibility oi the medical staff. 

This STANDARD is not met as evidenced by: 
Based on a review of policies, procedures, 
medical staff by-laws, rules and regulations and 
staff inte~ews,  the hospital failed to ensure only 

STREET ADORESS, CTf, STAiE. ZIP CODE 1 32021 S W I N G T O N  AVE 
I LOS ANGELES. CA 90059 
L 

lo 
PREFrx 

TAG - 
A m  

1 
i 

A 4 5 t  

PROvlMi(S PUN OF coRRECK)N 
(EACH CORRECTNE ACTION SROVLDBE 

CRGSSEFERENCEU TO THE APPROPRtATE 
OEFICIENCn 

tnitofjng: 
The ED Nurse Manager or designee wll revi 
ten candomly seleued charts each week to 
assess W patients far appropriateness ofp: 
intervention based on pain smre. Dsficienri, 
will be addressed by the ED Nurse Manager. 
Data fmm the weekly reviews w i  be present 
to the QPIC monthly, whlch win evaluate it, 
create currectiv(t actions as neeessay and 
report it to Quality Council and Executive 
Committee, and as appropriate to the 
Governing Body. Once a u m  demonstrate 
mnsistency. monitoring will be  rm'ted to ten 
cham monthly. 

iponslble Position' 
Nurse Manager 
Physician Director 
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continued From page 61 A 45E 
qualified staff provided medical screening 
examinations and medical speciaJty consultations . 
in the emergency department (ED). In addition, 
the hospital failed to ensure the policies and 
procedures (P&P) for triage, pain management 
andlor mre of psychiatric patients presenting to 
the ED were followed for 12 of 68 sampled . 
patients. (Patient #2, #3, #5, hcs, g7, H6, #28, . . 
#29, #36 H9, g50 and S9). 

Findings: I 

(%3l DATE SURVEY 
WMPLEFH) 

WO7l2007. 

1. On 5/31/07, the ED triage P&P (#I141 
identified that a patient presenting to the ED with 
"severe pain in distress" should be assigned a 
triage category of 'Level 11." Thls category was 
defined as "Emergent..Major injury or illness, 
unstable." The P&P specified that a Level I1 
patient should be considered 'Wreatened", be 
treated or re-assessedwithin 10 minutes and 
have continuous monitoring. This P&P specifying 
immediate treatment and continuous monito$g 
was not implemented for Patients E, ?26,#50 
and #69 when they presented tothe ED with . 
severe pain. Cmss reference to A455. 

(x2l MULTIPLE CONSTRUCTION 

A BUlLDMG 

B. WING 

TAEMENTOFDEFICIENCIES 
ND PLAN OF CORRECTION 

2. On 5/31/07, fhe ED tn'age P&P (#114) stated 
that a patient who was biaged as a Urgent Level 
Ill, stable major illness or injury should receive 
'I eatment or reassessment of their condition 
M n  two hours. This P&P was not followed for 
Jatients H5, $7 and nd6, who were assessed as 
itriage Level Ill. Cmss reference to A455. 

(XI) PROVIDEWSUPPLIEWCW 
IDENnFiCAnON NUMSER 

050578 

3. The triage P&P stated that Tylenol could be 
~ijen in the triage area. There was no evidence 
his treatment was initiated in the triage area for 
he pain and fever of Patient %9 or for the pain of 
Jatients 

7(0&) P r w i o ~ ~  Vo1SiMz OhSolohl 'EwentlD:QCJMl Fa 

PROVlDaS PIAN OF WRRECnON Ca) 
@CH CORRECTIVE ACTlON SHOULD BE CMBMON 

~ E N C E 0 X ) T H E  APPaoPRtATE DATE 

DEFIClENCn 

Finding 1 
Immediate Actions 

will assure thatlhe deficiency remains co 

practices Is Identified. 

Monitoring: 
?he ED nurse manager or designee will 
ten randomly selected charts each week 
assess for appropriateness of triage acuity core 
based on the Emergency Severity Index an the 
mktence of timely reassessment Defiden es 
will be addressed by the ED Nune Manage Data 
from the weekly reviews will be presented t ED 
Collaborative. ED Collaborative reports da and 
proposed corrective adions to QPlC and 
Department of Emergency Medldne month1 
which Will evaluate It create corrective acti s a s  
ne-ary, and report it to the Quality Coun 11. 
and Executive Committee and a s  appropriat , the 
Governing Body. 1 
Penon Responsible: 
Chlef Nunlng Officer 

. I 
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A 456 1 Continued From page 61 
qualified staff provided medical screening 
examinations and medical specialty consultations 
in the emergency deparbnent (ED). In addiion, 
the hospital failed to ensure the policies and 
procedures (P&P) fortriage, pain management 
andlor &re of psychiatric patients presenting to 
the ED were followedfor 12 of 68 sampled . 
patients. (Patient F2.83, 6 8 6 ,  #7,226,#28, . 
#29. 836 #49,#50 and %9). 

1. On 5/31/07, the ED triage P&P ($114) 
identified that a patient presenting to the ED with 
"severe pain in distress" should be assigned a 
triage category of "Level 11." This category was 
defined as  'Emergent-.Major injury or illness, 
unstable." The P&P specified that a Level I1 
patient should be considered 'threatened: be 
treated or re-assessed within 10 minutes and 
have continuous moniton'ng. This P&P specifyin! 
immediate treatment and continuous monitocng 
was not implemented for Patients #2, #26, #SO 
and 3-69 when they presented to the EO with 
severe pain. Cross reference to A455. 

2. On 5/31/07, the ED triage P&P (#114) stated 
that a patient who was triaged as a Urgent Level 
Ill, stable major illness or injury should r e c e ~ e  
treatment or re-assessment of their condition 
within two hours. Tnis P&P was not followed for 
Patients 8#5,#7 and e6, who were assessed as 
a triage Level Ill. Cross reference to A455 

3. The triage P&P stated that Tylenol could be 
gihn in the triage area There was no evidence 
this freatment was initiated in the triage area for 
the pain and fever of Patient a 9  or for the pain C 
Patients 

I! 
D 

PREFIX 
TAG 

PROWIERSPU\NOFCORRECnON 
(EACH CORRECrmEACSlON S3OULD BE 

C i l O s E E E N E D  m THEAPPROPRlATE 
omamcn 

Fhding 2 
Immediate Actions: - . The ED nurse manager munselecf the 

responsible nurse who is still at the facility for 
following the triage policy. Other responsible 
nurses are no longer at the hospital. 
The ED nurse manager designated a nurse 
educatorto provide reinforced education of El 
pollcy#114 to ensure that patients are 
appropriately triaged and assigned a triage ac 
level based on the Emergency Severity Index. 
The Nurse Educator provided supplemental 
training on DATE. 

Permanent Actlons: 
Use of a monitoring below will assure that the 
5eficiency remains corrected. The ED Nurse Mana! 
>r designee will provide remedial training where a 
,anem of deficient practices is identhied. 

Monitoring: 
The ED Nurse manager or designee will review ten 
sndomly seleded charts each week ha assess for 
rpprnpriateness of triage acuity score based on the 
rrnemency Severity Index and the existene of tim~ 
eassessment. 

leficiencies will be addressed by the ED Nurse 
nanager. Data from the weekly reviews will be 
 resented to ED COliabOrati~e. ED Collaborative 
eports data and proposed corrective actions to QPI 
ind Department of Emergency Medicine monthly 
vhich will evaluate it, create corrective actions as 
lecessary, and report it to the Qual i i  Council and 
kecutive Committee and as appropriate. the 
3oveming Body. 

'erson Responsible: 
:hid Nursing Officer 

age w7C, 
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Continued ~ r o m  page 61 
qualified staff pmvided medical screening 
examinations and medical specially consultations 
in the emergency department (ED). In addition, 
the hospital faifed to ensure the policies and 
procedures (P&P) for triage, pain management 
andlor care of psychiatric patients preserrting to 
the ED were followed for 12 of 68 sampled . 
patients. (Patient #2, R, #5,#6, #7, @6,828, 
a29, #!36 #49, #SO and #69). 

1. On 5/31/07, the ED triage P&P (#114) 
identified that a patient presenting to the ED with 
'severe pain in distresss should be assigned a 
triage category of 'Level II.'This category was  
defined as  "Emergent ... Major injury or ilhess, 
unstable.' The P&P specified that a Level II  
patient should be considered "threatened", be 
treated or reassessed w'Biin 10 minutes and 
have continuous monitoring. This P&P specifyin$ 
immediate treatment and continuous monitoring 
was not implemented for Patients %, a26, #50 
and #69 when they presented to the ED with 
severe pain. Cross reference to A455. 

2 On 5/31/07, ae ED triage P&P ($114) stated 
that a patient who was triaged as a Urgent Level 
Ill, stable major illness or injury should receive 
treatment or reassessment of their condition 
within two hours. This P&P was not followed for 
Patients #5, W and 826, who were assessed as 
atriage Level Ill. Cross reference to A455. 

3. The triage P&P stated that Tylenol wuld be 
ghien br the triage area There was no evidence 
this treatment was initiated in the biage area for 
the pain and fever of Patient #69 or for the pain o 

EventiD:GCJC 
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Finding 3 
Immediate Actions: 

based on the pain policy . 
Permanent Actions: I 
The monltonng pro- described below will be u 
to assure the continuing effectiveness of these 
WmUive actions. The ED nurse manager, will 
address deficiencies whh responsible penonnol. 

randomly selected chs 
oatient for appropriate. 
)n pain smre. Deficien 

iD CollabOrati~e repork data and pmposed 
arrections to QPlC and Depadment of Emetgenq 
nedicine monthly which will evaluate it. create 
:onedive aciions as necessafy, and report %to the 
Iuality Council and Executive Commiitee as 
Ippropriate. the Governing Body. 
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2ontinued From page 61 
@ified staff provided medical screening 
minat ions and medical specialty consultations 
n the emergency department (ED). In addition, 
he hospital failed to ensure the policies and 
lmcedures (PW) for triage, pain management 
~ d o r  care of psychiatric patients presenting to 
he ED were followed for 12 of 68 sampled . 
~atients. (Patient #2. a, $5, #6, W, B6, B E ,  . 
#29, #36 #49, $50 and %9). 

I. On 5/31/07, the ED triage P&P ($114) 
dentified that a patient presenting to the ED with 
'severe pain in distress" should be assigned a 
triage category of 'Level 11." This categorywas 
jefhed as "etgent..Major injury or illness, 
unstable." The P&P specified that a Level iI 
patient should be considered Wreatened", be 
treated or reassessed within 10 minutes and 
have continuous monitoring. This P&P specifying 
immediate treatment and mntinuous monitoring 
was not implemented for Patients ;52, %6, #50 
and %9 when they presented tothe ED with 
severe pain. Cross reference to A455 

2. On 5/37/07, fhe ED triage P&P ($114) stafed 
that a patient who was triaged as a Urgent Level 
ill, stable major illness or injury should receive 
treatment or re-assessment of their condiion 
within two hours. This P W  was not followed for 
Patients fm5, #7 and #26, who were assessed as 
a triage Level Ill. Cross reference to A45S. 

3. The triage P&P stated @at ~ylenol could be 
g ~ e n  in the triage area. There was no evidence 
this beatment was initiated in the triage area for 
the pain and fever of Patient #69 or forthe pain ol 
Patients 

I STRPT ADDRESS. CrrY, STATE, aP CODE 
ma s W I L M I N ~ N  A~ 
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Finding 3 
Immediate Actions: 

and follows physicians 

Permanent Actions: 
The moniloring process described below will be us d 
to assure the continuing effectiveness of these 
corrective actions. The ED nurse manager-will 
address deficiencies with responsible personnel. 

Monitorina: 1 
The ED n i k e  manager or designee will review ten 
andomiy selected charts each week to assess ED 
:alient for appropriateness of pain Intervention ba 
m pain score. Deficiencies will be address by the D 
b rse  Manager. Data from the weekly reviews vrin e 
>resented to the ED Collaborative Committee. t 
ZD Collaborative reports data and proposed 
:orredions to QPIC and Deparbnent of Emergency 
dediche monthly which will evaluate it, create 
:orrective actions as necessary, and report H to the 
>uality Council and Executive Committee as 
Ipproprlate, the Govemlng Body. 
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#2,#5, +7, +26 and S O .  Cross refeience to 

4. The hospital's medical staff bylaws, ~ l e s  and 
regulations were reviewed on 530107. They did 
not s~ecifv which types of practitioners could 
provide medical s&ening.examinations in the 
general ED. There was no documentation . 
delineatina such Drivileaes for a Dh~Sician 
assistant f~~-Cjexoei;t in the obsietrical areas. 
The EMTALA Compliance Policy and Procedure 
(P&P HA 316) stated The categories of persons 

I quaIiied to perform emergency medical 
examinations shall be limited to ~hwicians fin 

D 
PREFlX 
TAG 

- 
A 451 

PES and OB areas PAIS and N & S ~   idw wife's 
perform MSE on patients, but a physician must 
review and cosign the chart before the patient is 
discharged or admitted: 

Patients #62, %3, #&I, 7765, #66,#67, %8, were 
triaged on 5/30 andlor 5/31/07 and sent to Adult 
Urgent Care, an extension of the ED, for their 
medical screening examinations and treatment 
Each patient had their medical screening 
examination and treatment done by a PA-C. The 
patients' medical records revealed they were , 

evaluated, treated and discharged from Adult 
' 

Urgent Care, prior to the time' of supervision or 
monitoring by the'ED physician. 

When interviewed on 5/31/07 at approximately 
1030 hours, the PA-C stated medical screening 
examinations, in the Adult Urgent Care, were 
provided by the P A C  The physician made 
rounds every two hours to sign the patient's 
medical record. 

Patients 85, #7, #9 and M5 had their medical 
screening examination in the main emergency 

Finding 4 . 
The Interim Chief Medical Gfficer notifed 1 
Medical Diredor that physidan assistants 
longer perform medical screening examinr 
[Attachment). The ED Medical Director inS 
each physician assistant by emaii that the! 
no longer perform Individual medical s m e  
examinations. 
Interim Chief Medical Gfficer notified the h 
the contract physician group that PA's mar 
provide treatment in the ED (Atiachment$ 

Permanent Actions: 
The monito?ing described below will be used to . that the effectiveness of the corrective actions i 
maintained. The Chief Medical Gfficer will addn 
deficiencies with the Medical Director of the ED 
require immediate remediation. 

Monitoring: 
~ u a l i 5  Improvement will review ten randor 
selected charts weekly to assess documen 
that medical sueeninn examination was 

~ ~ - -  ~- - -  - -  - -~ 

performed by a physldan. Oeliciencies will 
reported to the ED Coliabxative Committe 
the Quality Council and Executive Ccmmilt 
and when appropriate the Governing Body. 
audits demonstrate consistency, monitorin! 
be limited lo charts monthly. 

Responsible Person: 
QI Dlrector 
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A 456 ( Continued From page 63 I mom neament &.. The medical r w r d s  
showed the exams were ~ e r l o n e d  by PA-Cs. 

NAtdE OFPROVIDER OR SUPPUER I STREET ADDRESS. CITY. STATE. ZP CODE 

p(1) PROVIDEW~UPPUWCUA 
IOENnRCATlON NUMBER . 

050578 ' 

I There were no timed mslgriatures oithe records 
by a supe~sing physician. 

The credentials files for the P A - ~ s  fail& to 
contain documentation in the privileging fsrms to 
assess their qualii&'ons and competence to 
~rovide medical screening examinations in the 

Fa) MULnPlE CONSTRUCTION 

A BUllDINO 

&WING 

emergency department andtor to determine if an 
emergency medical cond'itio? existed. 

CQ) DATE SURVEY 
COM?LEW 

06/0712007 

5. On 5/31/07, the hospital's EMTALA 
Com~liance Policy and Procedure ( HA 316) 
defined an emergency medical condition as one 
manifesting .&elf by acrrte symptoms of such 
severitv in which the absence of immediate 
medidl attention could be expected to place the 
health of the individual In serious jeopardy. The 
P&P identified emergency medical conditions 
included severe pain, psychiatn'c disturbances 
and andfor symptoms of subs tan^ abuse. it 
specified that a medical screening examination 
was a continuous process reflecting ongolng 
monitoring until the ind~dual was stahiliid or 
appropriately trahsferred. It defined stabilization c 
the patient as the With respect to psychiatn'c 
d e n t s  it was defined ;Is either the time when ' 
ihey no longer posed a danger to themseivffi or 
others or when it had been determined there rv2s 
no undertying organic cause for the mental 

I disturbance. 

The hospital failed to ensure implementation of 
this policy and procedure for 20 of 68 sampled 
patients. Cross reference to A 455. 

I 6. Number 105 of the medical staff rules and 
regulations stated "Any patient evaluated in the 

. . I ,12021 S WlLMlNGlON AVE 
I LOS ANGELES. CA 90059 
L 

D 
PaEFlx 

TAG 

PROVIOE3S PLAN OF CORRECTION 
(EACH CORREClNEACnON SHOULD BE 

CROSSREFWENCEDTOWE APPROPRIATE 
DELlClENCY) 

Tnding 5 
'emanent Action: 

I n  5/17/07 and continuing to 5120/07. the ED nu, 
nanager provided all ED staff a copy of hospital 
E l6  entilled 'EMTALA Compliance' and receive 
ilgned acknowledgement of receipt form all ED s 

h e  Nursing Manager provided all ED staff who ; 
In active leave with training on the requirements 
iMTALA 

Employees who have not comp!eted this pol 
training due to long term leave will be provid 
copy of these policies and receive EMTALA 
education upon their return to work. 
The chargenurse on each shiflwill be respo 
for reviewing the people in the ED waiting ro 
least once ner shifl to determine whether thn 

~ ~. 
patients waiting for service. Anyone without ; 
identification band will be questioned as to 0 
status and aoom~rfalelv dirbdcd , , - . . . . . , - . - -. - - . 

he nursing shi~supervisor v r i ~ ~  randomly v e w  11 
~dividual Patients in the ED waiting area have bc 
:gisiered and are either waiting for triage or ara 
ailing for medical screening examination and wh 
Ppmpriate, having the pallent seen. 

erson Responsible: 
hief Nunlng ORicer 

ylnCAOWWM35 If continuation sher 
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A 456 Continued From page M 
emergency room ... who Is known or suspected to 
be suicidal, othewise self injurious, or has taken 
a chemical overdose shall have psychiatric 
consultation.' Number 69 of the medical staff 
rules and regulations stated that patients were to 
be seen within one hour for emergency ' 

consultations. . . 
The hospital failed to ensure implementation of 
the rules and regulaticns by allowing the PA-C to 
respond ior the medical sper3alty physician on 
call for Patients #2 S 6  and $50, for not ensuring 
timely response to the consuitation request for 
Patient #2 and failing to ensure psychiatric 
patients ( #3, *% and #23 and W) received 
consultation by apsychhtn'st When mte~ewed 
on 06/01/07, the medical director stated that 
psychiatric physician staff were immediately 
available in the hospital. Cmss refer to A 455. 

7. The pain management P&P (HA 377) specified 
that "All clinical departments shall implement 
procedures for eariy recognition of pain and 
prompt effective treatment.." Prompt effective 
treritment was notrendered for the pajn 
experienced by Patients #2 s5, ?%, XI, #26, #50 
and %9 while they were in the ED. Cross 
reference to A455 

8. The medical staff by-12ws stated membership 
in the medical staff association was limited to 
ptiysicians, podiatrist, dentists and clinical 
psychologists. The by-laws stated an association 
members duties included 'Paiticipztion in such 
emergency coverage ... as may be determined by 
the association." The hospital fded to ensure the 
neurosurgery and general surgery physicians, on 
call forthe U), responded when called for 
emergency consultation for Patients %, #36 and 

I LOS ANGELES. CA 90059 

I 

Fmding 6 
Immediate Action: 

In addition, In cases where physician cons! 
are required to assess a patient for an em€ 
medical wndion, the Interim Chief Medic; . Officer ordered all MU( Department Chiefs 
discontinue the pradi* of using Physitian 
Assistants for mffiultations in the ED. All E 
consultations will be performed by an anen 
physician (Attachment68 
The ED nurse manager provided a lelter 
Instructing all ED RNs regarding Physitian 
assistants cannot provide wnsulb (Attachn 
The lnterim Medical Diredor instruded all 
Department Chairs to ensure that theirphy 
provide timely wnsultati n r patients in Ui 
Emergency Department&fD 

1 Permanent Action: 

I Use of the monXoring discussed below will assul 
the defltienues remains permanently wmcted. 

Monitorlng: 
Forthe next 30 days. Monday through Friday, QI 
Improvement staff will review ten randomly selec 
open medical records in the ED to validate wffii 
performed by a physician and that there is a 
consulting physician's note. The Chair of the rele 

Deparbnent will be notlfied of discrepancies for 
immediate cotrecllve action. 

Responsible Person: 
Chief Medical Officer 

See Tag.Af86 for additionai detail. 
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:ontinued From page 64 
Smergency room ... who is known or suspected tc 
,e suicidal, otherwise sew injurious, or has taken 
2 chemlcal overdose shdl have psychiic 
ansultation.' Number 69 of the medical Staff 
ules and readations siated that patients were to 
>;seen w i t h  one hour for emergency 
xnsuitaiions. , 

The hospital failed to ensure implementation of 
he  rules and regulations by allowing the PAC to 
respond for the medical spdalty physician on 
A1 for Patients #2, %6 and #SO, for not ensuring 
timely response tothe consultation requestfor 
Patient #2 and failing to ensure psychiatric 
patients ( # 3 , 2 8  and 2 9  and M9) received 
consultation by a psychiatn'st When inte~ewed 
m 06/01/07, the medical director stated that 
psychiatric physician staff were immediately 
available in the hospW. Cmss refer to A 455. 

?.The paln management P&P (HA 377) specified 
that 'Ail clinical departments shall implement 
procedures for early recognition of pain and 
prompt effective treatmen t..." Prompt effective 
treatment was notrendered for the pain 
experienced by Patients 2, S5, %, #7, %6, #50 
and li69 while they were in the ED. Cross 
reference to A455. 

8. The medical staff by-laws stated membership 
in the medical staff association was  limited to 
pfiysicians, podiatrist, dentists and ciinical 
psychologists. The by-laws stated an association 
members duties Included Tattitipation in such 
emergency coverage...as may be determined by 
the association." The hospaal failed to ensure thf 
leurosurgery and general surgery physicians, on 
atall for the ED, responded when called for 
smergericy'consultation for Patients 2, ?t36 and 

ID 
PREFlX 

TAG 
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PaOVIDWS PLAN OF CORRZCIION rm 
(EACH CDRRECilE ACTION SHOULD BE WkmEnCN 

CilOSSROaEhtEDTOT& APPROPRIATE O A E  
DEFIUENM 

Finding 7 
lmmedlate Acffon: 

A multidiiapiinary team of 
and ED nurses reviewed 
process. As a result of 
policy was revised so 
regiitered nune 

The ED nune manager pmvided b s e  ice 
on the revised triage poi lcy~l l4.  
(Attachment 0) t 

Permanent Aotlonst I - - - . . . . . 
The monitoring process described below wal be u 
to assure the continuing eff2ctiveness of these 
correctme actions. The ED nurse managcr, will 
address deficiencies with responsible personnel. 

Monltorina: I 
~ "~ me ED nurse manager or designee will review te 

randomly selected chart each week to assess ED 
patients for appropriateness of pain inlcrvention 

Responsible Positions: ED Medical Director, E 
Nurse Manager 
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The hospital failed to ensure implementation of . 
the rules and regulations by allowing the PA-C to 
respond for the medical spe6aily physician on 
call for Patients +!%, $36 and 854 for noi ensuring 
timely response to the consultation request for 
Patient X and failing to ensure psychi&c 
patients ( #3, #28 and Z 9  and H9) received 
consultation by a psychiatrist When interviewed 
on 06/01/07, the medical director stated that 
psychiatric physician staff were immediateiy 
available In the hospital. Cmss refer to A 455. 

P(1) PROVlDEWSUPPUER'C!JA 
I O ~ F I C A T I O N  NUMBER 

06/0712007 

A 456 

7.The pain management P&P (HA 371) specified 
that "All clinical departments shali implement 
procedures for ear& recognition of pain and 
prompt effective treatment.." Prompt effective 
tdtment was not'rendered for the pain 
experienced by Patients W- P5, %. +V, Z 6 ,  #SO 
and %9 while they were in the ED: Cross 
reference to A455 ' 

Continued From page 64 
emergency room ... who is known or suspected to 
be suicidal, otherwise self injurious, or has taken 
a chemical overdose shall have psychiatric 
consultation.' Number 69 of the mediml staff 
rules and regulations stated that patients were to 
be seen within one hour for emergency 
consultah'0ns. 

1 12021 S WlLMlNGXlN AVE 

. 

A 
m 

PREFM 
TAG 

8. The medical staff by-laws stated membership 
in the medical st& association was limited to 
pfiysicims, podiatrist, dentists and clinical 
psychologists. The by-laws stated an association 
members duties included Varticlpation in such 
emergency coverage ... as  may be determined by 
the association." The hospital failed to ensurethc 
neurosurgery and general surgery physicians, on 
call for the ED, responded when called for 
emergencyconsultation for Patients #2, P36 and 

I LOS ANGELES, CA 90059 

I PROWOBPS P W O F  WRREC11ON 
(EACH COAi(EmMACTl0N SHOUlD BE cd2mN 

CROSSRrENCEDTO M E  APPROPRIATE ' 

L 3 E F I m  

)RM fMS256/(0299) PrwimVedom 0bsoI~ta. . E w t  IO:OCJI: 

Finding 7 wnt'd 
Immediate Action: 

Although each patient was seem by a 
nurse, specific problems in nursing care w 
revealed in these cases. Corrective 
form of counseling and retraining were 
hnplernented. For more detail, please see 
responses under tag A204. . 

Permanent Actions: 

to assure the wntlnuing efiectiieness of these 

I 
Fadlily ID: CAD60WXC35 lf continuation sheet Page 6wi 
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PROVIDERS PUVJ OF CORREmON 
(EACH CORRECiWEACnON SHOULD BE 

CROSSREFERENCEDTO THE APPROPRIATE 

A 456) Continued From.page 64 1 

(%I) PROVIDEWSUPPUEWWA 
IDPmnCATION NMER 

emergency room ... who is @own or suspected tr 
be suicidal, otherwise self injurious, or has taken 
a chemlcal overdose shall have psychiatric 
consultation.' Number 69 of the medical staff 
rules and regulations stated that patients were to 
be seen within one hour for emergency 
consultations. 

gal MULTIPLE O O N ~ U C I I O N  

&BUILDING . 

The hospital failed to en&re implementation of 
the rules and regulations by allowing the PA-C to 
respond forthe medical specialty physician on 
call for Patients #2, #36 and SO,  for not ensuring 
timely response tothe consultation request for ' 
Patient #2 and failing to ensure psychiatric 
patients ( #3, #28 and 829 and #49) received 
consultation by a psychiatrist. When i n t e ~ e ~ e d  
on 06/01/07, the medical director stated that 
psychiatric physician staff were immediately 
available in the hospital. Cross refer to A 455. 

7. The pain management P&P (HA 377) specified 
that 'All clinical departments shall implement 
procedures for early recognition of pain and 

' 

prompt effective treatment.." Prompt effective 
treatment was not 'rendered for the pain 
experienced by Patients %#5, #6, #7, &6, #50 
and P69 while they were in the F. Cross 
reference to A455. 

8. The medical staff by-laws stated membership 
in the medid staff association was limited to 
physicians, podiatrist, dentists and clinical 
psychologists. The by-laws stated an association 
inembers duties included 'Participation in such 
emergency coverage ... as may be determined by 
the association." The hospaal failed to ensure the 
neurosurgery and general surgery physicians, on 
call for the ED, responded when called for 
emergeniconsultation for Patients #2, iY36 and 

ackground: 
The hospital belleves that a neurosurgery 
mnsut was necessary as subsequent tests 
showed fiat the shunt had not malfunctioned. 
The ED Nurse Manager provided a letter 
instructing all ED R N s  regardhg Physician 
Assistants can ot provide consults 
~ t a c i m e n t 2  

la interim ~hieimedieal OR-r ordered all MLK 
!parbnent Chiefs to disuntinue the practice of 
ing Physician Assistants for consultations in the 
I. All ED consults will performed by an attending 
ysician (At- 

!t Page 65 of 70 
C 
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~ontinued From page 65 . 
850. Cross reference to A455 

9. The P&P #I18 for Management of Psychiatric 
Patients, identified that if a patient met the criteria 
of being a danger to himseif, danger to others, or 
was gravely disabled they would be brought badc 
to the treatment area of the ED immediately. The 
physician was to be immediately notified for a 
psychiatric consult request. This P&P for taking 
the patient directly back to the beatment area 
andlor psychiatric consultetion was not 
imalemented for Patients #3, #28, #29 and #49' 
when they presented to the ED meeting one or 
more of these criteria Cross reference to A455. 

10. Hospital P&P for MAC transfer process (#HA 
392) stated that if a UrgentlEmergent patient was 
not bsferred to another hospital for the 
appropriate level of care within 48 houffi, the CaSE 
would be referred to the MAC medical director to 
expedite the transfer. Patient S O  requked a 
higher level of care when he presented to the ED 
on 2/28/07. Four days later he had not been 
transferred. There was no documen!ed evidence 
the MAC medical director was  contacted to 
expedite the patienrs trantmn. Cross reference 
to A455. 
4.8255@)(2) QUALIFIED PERSONNEL 

There must be adequate medical and nursing 
personnel qualified In emergency care to meet 
the written ememenw procedures and needs 

This STANDARD is not met as evidenced by: 
Based on medical record, credential file and 
hospital document review, observation and stafi 
interview, the hospital failed to ensure adequate 

I STPEETADDRESS. CTTY. STATE. Z P  CODE 
120n S WMnlN&ON AVE 
LOS ANGELES, CA 901359 

PROVIDERS PLAN OFCORRECTION (4 
(EACH CORRECTIVE ACIION SHOULDBE CCldRmON 

TAG DATE 
DEFlClENCn 

their mnsuitations (Attachmen6 
The Interim Medical Director notified all 
department chiefs that all Emergency 

Permanent Action: 
The monitoring process described 
to assure the continuing efiediveness of these 
corrective actions. The chair of the relevant 
mnsplting department will address 
personnel deficiencies. 

Monitoring: 
Forthe next 30 days, Monday through Friday, 
Utilization Review nurses vrfll review ten 
selected open medical records in the ED 
that consults were performed by a physician's not 
and that the consultation was timely. The Chair 
the relevant department wll be notified of 
discrepancies for immediate corrective adion. 

Each month for the next six months the medical 
remrds d a  minimum of ten patients, or, if fewer, 
100% of pediatric patients presenting to the 
Pediatric Urgent Care with a neurosurgery 
diagnosis wiii be reviewed by the Chairman of 
Pediatrics for mmpiiance. Deficiencies will be 
addressed by the Chairman of Pediatrics and 
referred to the Medicine Performance Improvemen 
Commatee a s  appropriate, and to the Physician 

459 Performance Improvement Committee for 
corrective actions, if necessary. As appropriate 
actions wiii be reported to the Executive Committer! 
and Governing Body. 

Responsible Person: 
ED Medical Director, Interim Chief Medical Ofticer 

I I 

~ & h /  PI: -' If continlation s h e s  Page 66 of 7 
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SUWPRY STATEMENT OF DEFICIENCIES 
(EACH DERCIENCYMUSTBE PRECEDED BY NU 

REGUU\XIRI OR LSC I O ~ M N G  ~ ~ R M A T I O M  

9. The P&P 8118 for ~anagement of Psychiatric 
Patients, identified that'd a patient met the criteria 
of being a danger to himself, danger to others, or 
was gravely disabled they would be brought back 
to the treatment area of the ED immediately. The 
physician was to be immediately notified for a 
psychiatric consult request. This PBP for taking 
the patient directly back to the treatment area 

I andlor psychiatric consultation was not 
im~lemented for Patients #3. #B, #29 and M' 

P) a)uLnPLE CONFUCTION 

A BulLoING 

B. WING 

when they presented to  the^^ meeting one or 
more of these criteria Cross reference to A455. 

(Xfl DATE S W  
COMPLmD 

06107f2007 

10. Hospital P&P for MAC tmnsfer process (#HA 
392) stated that if a UrgentEmergent patient was 
not transferred to another hospital for the 
appropriate level of care within 48 h o u ~ ,  the case 
would be referred tothe MAC medical director to 
expedite the tmnsfer. Patient #50 required a 
higher level of care when he presented to the ED 
on 2/28/07. Four days later he had not been 
transferred. There was no documented evidence 
the MAC medical director was contacted to 
expedite the patient9 transfer. Cross reference 
to A455. 

A 459 48255@)(2) QUALIFIED PERSONNEL 

There must be adequate medical and nursing 
personnel qualified in emergency care to meet 

ememencv orocedures and needs 
;' anticipated by th; fa&y. 

This STANDARD Is not met as evidenced by: 
Based on medical r e d ,  credential file and 
hospital document review, observation and staff 
interview, the hospital failed to ensure adequate 

SCREETAODRESS, CIiY, !STATE, ZIP CODE 
+ 1 S WLMlNkTtJbI AVE 

LOS ANGELES, CA 90059 

PROVIDERS PLAN OF CORRECTiON 
PREFIX (EACH CORRECnVE ACTION SHOULDBE 

TAG CROSS-REFWNCEDTCITHE APPROPRIATE 
DEFIUENW 

a 
lmmedlate Action: 
Effective 5/29/07 the policy entitled Management c 
Psychiatric Patient # l l 8  for the Ememencv 

As a way to assure that psy-chiahic patients are nc 
left unattended in the waiting area the charge nurs 
on each sh i l  will be responsible for reviewing the 
people in the ED waiting room at least once per 
shm to determine whether there are patients 
waiting fur service. Anyone without an identiftcatio 
band will be questioned as to th8lrstatUs and 
appropriately directed. 

' 

I Permanent Actions: 

Department was revised to address t te  n&ds of 
psychiatric patient presenting to  the MLK-H 
emergency deparbment The ED nurse manager 
completed'in-service on the revised policy with 
emphasis that at no time should the patient be left 
alone. (Attachment N) 

I The monitorino om-s dericribed below will be ~~ ~ ~ .~ - - - -  
used to assure to continuing cffcctiveness of thesi 
conectiwe actions. The ED Nurse Manager will 
address deficiencies with responsible personnel. 

Monitoring: 
The ED nurse manager or designee will review ten 
randomly selected charts each week to assess for 
appropriateness of triage acuity score based on th 
Emergency Severity Index, This includes 
psychiatric patients. ThwED nurse manager will 
address deficiencies with responsible individuals. 
Data fmm the weeklv reviews will be Dresented to 

459 ED Collaborative cdmmittee. Oata wiil also be I presented to the QPIC monthly. which will evaluati 
It. create corrective actions as necessarv. and . . 
report it to the Quality 
Council and Executive Commiltee and the 
Governing Body. Once audits demonstrate 
wnsistency monitoring will be limited to ten charts 
monthly. 

Responsible Position: 
ED Medical Director 
ED Nurse Manager 

I Body. Once audits demonstrate consistency, 
monitoring will be limited to ten charts monthly. 

W1 
XXFtEnON 

DATE 

If continuation sheet Page 66270  
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Continued From page 65 . 
$50. Cross reference to A455 

9. The P&P #I 18 for Management of Psychiatn'c 
Patients, identified that R a patient met the criteria 
of being a danger to himself, danger to others, or 
was gravely disabled they would be brought back 
to the treatment area of the ED immediately. The 
physician was to be immediately notified f o r  a 
psychiatric consult request. This P&P for taking 
the ~atient directlv b2ck to the treatment area 
andor psychiatri~consultation was not 
implemented for Patients %, 2 8 , 8 2 9  and ~9 
when they presented to the ED meeting one or 
more of these criteria. Cro'ss reference to A455. 

10. Hospital P&P for MAC transfer process (#HA 
392) stated ,that i f  a UrgenVEmergent patient was 
not trarsferred to another hospi%al for the ' 
appropriate level of care within 4 8  hours, the case 
would be referred to the MAC rnedicaliliiector to 
expedite the transfer. Patient X50 required a 
higher level of care when he presented to the ED 
on 2/28/07. Four days later he had not been 
transferred. There was no documented evidence 
the MAC medical director w& contaked to 
expedite the patient's transfer. Cross reference 
to A455. 
482.55@)(2) QUAUFIED PERSONNEL 

There must be adequate medical and nursing 
oersonnel aualified in emeraencv care to meet 
h e  written emergency ~ roGduks  and needs 
anticipated by thefacifii. 

This STANDARD is not met as evidenced by: 
Based on medlcal record, credential file and 
hospital document review, observation and stafi 
interview, the hospital failed to ensure adequate 

1 LOS ANGELES. CA 90059 

ID 
P m  

TAG 

- 
A 451 

'A&( 

PROVIDWS PLAN OF CORRECTlON 
'(EACH CORRECrmE ACnON SHOULD BE 

Ds) 
CObmEEOh 

CuosS-RmRmcm TO THE A P ~ O P M T E  DATE 
DEFlcIENcY) 

Immediate Action: . - ~ -  ..-~ .-... 
A special protowl which creales an exception to I 
392 has been established lo require that all patiel 
with specifs neurological dinical conditions recei! 
timely transfer (Attachment I). . The emergency medicine attending (ED 

physician) at MM-H will identii patients 
requiring neurosurgical intervention based 01 

' s~ec8csuidelines. . ' i b e  ED physician or the Patient ~ l o i  Manag 
will then wnlact the MAC operator. informin( 
herlher of the patient needing transfer. 
MAC determines the acceptinglreceiving f ic i  . based on a rotation schedule it maintains. . MAC will contact the Patient Flow Manager a 
the receiving regarding the need forthe 
transfer. . The Patient Flow Manager at the receiving 
fadfity promptly contacts the neurosurgeon 0 
call and arranges the phys1c:an.to.physician . physician w n l a d  ED physician al MU(-H 
speaks directly with neumsurgeon at the 
receiving facility and provides a brief summa 
of the patfent'siindings. 
Any clinical suggestions by the receiving 
neurosurgeon. which are within the capabllih 
the hospital and the scope ofpradice of the 1 
physician, will be incorporated into the pre- 
transfer plan of care. I t Pa! 
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numbers of qualified nursing and medical staff to 
ensure timely and appropriate evaluation of the 
emergency medical conditions of 19 of 68 
patients, when they presented to the emergency 
depattment (Patients= #3, #5, #7, #9, #15, e 6 ,  
#28, #29, M 9  S O ,  S2 ,  S3,  #64 #65, 
#66, #67, $68 2nd S9). 

W) O A E  SURVEY 
COMPLEED . STATEMENr OF OEFICiENCI 

AN3 PLAN OF CORRECTION 

I 061071~007 
B. WING 

Findings: 

1. Medical'staff interviews on 5/31/07 revealed 

- 
NAME OF PROVIDER OR SVPPUER 

PA-C s were conducting medid screening 
examinations(MSEs) in the adult urgent care area 
of the ED. There was no documented evidence in 

(Y.1) PROVIOEWSUP?UWCW 
IOENTFICATION NUMBER 

.. - . - 
the credential files for these individuals, that they 
had demonstrated competence and had been 
granted privileges to condust these examinations. 
The medical records for Patients #5, #7, #9, #IS, 
m, #63, #64, #65, #66, #67 and #68, showed 
their MSEs had been conducted by PA-Cs. 

W MULTIPLE CONSTRUCTION 

A BUlLOWG 

2. a Review of medlcal records revealed long 
delays in receiving medical care for patients after 
they were taken to the treatment area of the ED. 
The medical record showed Patient S 9  
presented to the ED with severe abdominal pain 
and afever. She was taken to the treatment area 
at 01 10 hours on 3/8/07, but did not receive a . 
medical screening examination until fwe hours 
later. 

2b. The rnedical record for Patient #3 showed 
the suicidal patient was taken to the treatment 
area of the ED at 27.00 hours on 4/30/07. He did 
not receive a medical screening examination unti 
seven hours later. 

I STREEr ADORES CITY, STATE ZIP CODE 
m n  s WILMINGTON AVE 

( LOS ANGELES, CA 90059 

ID PROVIDERS PLAN OF CORRECTION 
PREFIX (E4CH WRRECiWE ACnON SHOULD BE 

TAG CRDSSReERENCED TO THE APPROPWATE 
DEFICIEXCY) 

T i e  respectwe f a a r i  Pasent Flow 
Managers shall work wth MAC to word:nal 
the transfer via ACLS transpot I 

I r All appropriate and completed documents 
and imaging studies shall accompany Ule 
~a t ien t  I 
i f  the ED Dhvsidan determines that there is 1 . ~ 

ANY lmpidiment to the transfer. helshe shai 
contact the Chief Medical G%cer at the 
receiving facility to facilitate the hansfer. 
MLK-H has identified a rnediial 
administrative director In charge of patient 
flow. This Patient Flow Manager notifies the 
medial administrative director whenever 
there are irnnediments to transfenin. a 
patient, including a neumsurgial p&&. in 
a Umely manner. The medial admlnrstrative 
director will assure that there is high level 
physician contad with pclanlial receive 
mstitulions in an effort to expedite transfer. 

2.c. The medlcal record for patients2 showed 
she was complaining of severe pain from a dog 
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PREFIX 

TAG 
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1 numbers of qualified nursing k d  medical staff to 
1 ensure timely and appropriate evaluation of the 
emergency medical co?ditions of 19 of 68 
patients, when they presented to the emergency 
department (Patientsfn, #3, #5,#7, #9,#15, E6 ,  
E B ,  #29, &@ 850, W?, 863,864, #65, 
#66, #67, #68 and S9). 

WAAFiYSrAEhEWI QF DEFICIENCIES 
(EACH DEFICENCY MUST BE PRECEDED BY F L U  

FIEGULATORYOR LSC ID6-lTL=.VlNG INFORMATION) 

I Findings:. 

PO) DAESURW 
WWLEIED 

06/07/2007 

(XI) PROVIDEWSUPPLIEWCUA 
I D E M I L l ~ ~ O N  NUMBW 

050578 

I 1. ~ed ica l  staff'intenriews on 5/31/07 revealed 

(w M ~ L ~ P L E  CONSTRUCTION 

A BUlLDMQ 

B. WMQ . . 

PA-C s were conducting medical screening 
ewminations(MSEs) in the adult urgsnt care area 
of the ED. There was no documented evidence in 
the credential iiles for these individuals, that they 
had demonstrated competence and had been 
gmnted privileges to condust these examinations. 
The medical records for Patients #5, #7, #9, #15, 
Xs2, #63, #64,865,%6, #67 and ME, sh~wed 
their MSEs had been conducted by PACs. 

2 a Review of mediwl records revealed long 
delays in rece'Ning medical care for patients after 
they were taken to the treatment area of the ED. 
The medical record showed Patient %9 
presented tothe U) with severe abdominal pain 
and afever. She was taken tothe treatment area 
at 0110 hours on 3/8/07, but did not receive a . 
medical screening examination until fwe hours 
later. 

2.b. The medical record for Patient B showed 
the suicidal patient was taken to the treatment 
area of the ED at 2200 hours on 4130107. He did 
not receive a medical screening emination unti 
seven hours later. 

2c. The medid  record for 'Patient #62 showed 
she was complaining ofsevere pain fi6m a dog I' 

SIR=ADDRES$ CrPl, STATEZiP WDE 
12MI S WILMINGTON AYE 
LOS ANGELES, CA SOOS4 

PROVIOERS PUUJ CF WPRECllON 
(EACH CDfiREtTlE ACllONSHDULD BE 

mo-mcmm THE APPROPRIATE 
DEFiCIENCYl 

. . . . - . . .= . 
Immediate ~ c t i o r k :  
The Chief Medical Officer notified the ED Medie 
director that Physicen Assistants shall no longe 
perform medical screening examinations. 
(Attachment 6). 

The ED Medical Director informed the Physician 
Assistants by e-mail that they may no longer 
perform medical screening examination. Medica 
screening examinations are performed by a . 
physician (Attachment C). 

Permanent Action: . . 
Use of the moniiofing discussion below will 
assure that the deficiency remains permanently 
wrrected. 

Monitoring: 
Starting July 1,2007, Utilization Review Staffwi 
review at least 15% of oatients weeklv to track 
and trend data from aiival to triage and arrival t 
medical smening exam. Time of arrival to time 
of discharge is tracked electronically thmughthe 
Affinity System for all patients and trended 
weekJy. Toe information goes to the Emergency 
Deparlment Collaborative Committee for 
evaluation: The reports will go to both the ED 
Committee and the QualityPerformance . 
lmpmvement Committee (QPIC), which will repo 
thh lo the Executive Commitlee or Qualily 
Council respecthrely, and then to the Governing 
Body. 
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Continued Fmm page 66 
numbers of qualified nursing &d medical staff to 
ensure timely and appmpriate evaluz30n of the 
emergency medical co?diions of 19 of 68 
patients, when they presented to the emergency 
jepattment (PafkntsQ 43, #5, #7, #9,9,15, #26 
E6, #29, #4%. S O ,  %2, %3. #64, a, 
#66,467, and W). 

@I) PROVlMWSUPPUeVCUA 
IDEKnflCATlON NUMBER 

W.E OF PROWER OR SL!PPLEFl 

Fmdings: 

0 MULTIPLECONSTRUCIION 

A aUlUXNG 

ADDRESS, CTTY, STATE, ZIP CODE 
12M S WILMMGTON AVE 

1. Medical staff interviews on 5/31/07 reve+ed 
PAC s were conducting medical screening 
examinations(MSEs) in the adult urgent care a m  
~f the ED. There was no documented evidence ir: 
the credential files for these individuals, that they 
had demonstrated competence and had been 
granted privileges to conduct these examinations 
The medical records for Pab'ents 85.87, #9, #15, 
S2, #63.?464. s5, #66, #67 and %8, showed 
their MSEs had been conducted by PAGs. 

2 a Review of medical records revealed long 
delays in receiving medical care for patienfs after 
they were taken to the treatment area of the ED. 
The medical record showed PatiOnt S69 
presented to the ED with severe abdominal pain 
and a fever. She was taken to the treatment are2 
at 0110 hours on 3/6/07, but did not receive a . 
media screening examination until fnre hours 
later.. 

Zb. The medical record for Patient B showed 
the suicidal patient was taken to the treatment 
area of the ED at 2200 hours on 4/30/07. He did 
not receive a medical screening examination unt 
seven hours later. 

2.c. The medical record for~atient 8 2  showed 
she was complaining of severe pain from a dog 

7@2-99) Plwinn VerSlOm Obsolete Evmt1D:GCJC 

I 
ID 

PREFIX 
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- 
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Pos1Uons KesponstDle: 
ED Medical Director 
ED Nurse Manager 
Interim Chief Medical 0 k r  

Background: 
The main Emergency Department is cunentiy 
staffed with three physicians each shiR This all 
for wverage when one ohvsician leaves the maih 
departmeit for any reason. I 
The Urgent Care is staffed with one physician fr m 
8:00 a.m. to 12:00 p.m.. two physicians from 12: 0 
p.m. to 8:00 p.m. and one physician from 8:00 p . - 12:00 a.m. Urgen! Care is dosed from 12:OO a m. 
to B:00 a.m. .- I 
Physician average can be redistributed as ne ed 
and is adjusted based on need. . 1 
Immediate Action: 

wait times in the ED. When adequate data Is 

make modifications as appropn'ate. I 
Permanent Action: 
The monitoring process described below will ass 
the effectiveness of this corrective action. 

..... ~~ ". 
The Chief Medical Officer wiil review the minut of 
the Depaltment of Emergency Medidne to assur 
that tho reevaluation occurs. 1 
Responsible Position: 
Chief Medical Officer 

Immediate Actions: 
A rnuitidiiciplinary team of ED physicians and E 
nurses reviewed the current triage process. As a 
result of that review, the triaging process was re 
designed to provide for a more timely medical 
screening examination. This pmcess includes th 
following (Attachment 0): 

The triige nurse and registration clerk are - 
located so that the triaging process and the 
registration process can occur simultaneous I y. 
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numbers of qualified nursing and medical staff to 
ensure timely and appropriate evaluation of the 
emergency medical condiions of 19 of 68 
patients, when they presented to the emergency 
department (PatientsE, #3, +5, 177, #9,#15,%6, 
#28, #29, M9 #50, BM W, 1764, %5, 
#66, #67, S68 and 869). 

Fmdings:' 

&I) PROVIDBVSUPPUERICUA 
IDXnFICATIONNUMBER 

1. Medical staff inte~ews on 5/31/07 revealed 
PAC s were conducting medical screening 
examinations(MSEs) in the adult urgent care area 
of the ED. There was no documented evidence in 
the credential fles for these indi~duals, that they 
had demonstrated competence and had been 
granted privileges to condust these examinations. 
The medical records for Patients.%, #7,89, #15, 
862, m, 864, #65, %5,467 an3 BS8, showed 
their MSEs had been conducted by PA-Cs. 

0cfl MULTIPLE CoNSIRVCTlON 

A BURDING 

2 a Review of medical records revealed long 
delays in receiving medical care for patients after 
they were taken to the treatment area of the ED. 
The medical record showed Patient #69 
presented to the ED with severe abdominal pain 
and afever. She was taken to the treatment area 
at 01 10 hours on 3/8/07, but'did not r e c e ~ e  a a 

medical screening examin'ahon until five hours 
later. 

2b. The medical record for Patient #3 showed 
the suicidal patient was taken to the treatment 
area of the ED at 2200 hours on 4/30/07. He did 
not receive a medical screening examination until 
seven hours later. 

2c. The medical record for'hient #62 showed 
she was complaining of severe pain from a dog 

patient's clinical presentation, tests and 

ordered and carried out 

emergency deparirnent area. At the time o 

board and will perform the medical screcnh 
examination as soon q possible. I f a  pati nfs 
mndition is criticai, the RN will verbally no ify the 
physician. 1 

Permanent Action: 
The monitoring process 
to assure the continuing 
corrective actions. 

........-. 
Fifleen pemnt of medical records will be and iy 
selected and rcviewed daily to bad the time 
lriage to medical screening examination. Dafa om 
these daily reviews will be presented i d  He ED 
Collaborative CommiUeelDepartment of Emerg f ncy 
Medicine and the process will be re-evaluated s a 
result ofthii review. Data w8l also be presente to the 
Performance Improvement Ccmmittee and QPI k 
monthlv. which will evaluate it. deveio~ mrret i ie ' 
actions& necessary, and re&l it to ihe 

to a monthly review. 

Positions Respomibie: 
ED Medical Diredor 
ED Nurse Manager 
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bite when she presented to the ED, at 1612 hours 
on 5/31/07. The nurse documented that she was 
also bleeding from the bite. She was tiken to the 
treatment area of the ED at 1820 hours, but there 
was no documented medical screening 
examination of Patient #62 for approximately five 
more hours, to determine if she had an 
emergency medical condition. 

c q  MULTIPLE CONST~~U~ON . .., 

2d. The medical record for Patient #29 indicated 
she came in with the paramedics to the treatment 
area of the ED on 428107 after taking an 
overdose. There was a one hour delay before a 
medical screening examination was conducted. 

r ~ 3 )  DATE SURVM 
WVPL- 

2.e. Cross refer to A455 for failure of the medical 
staff to provide continuing evaluation of the 
medical condition of Patient #50 during his three 
day stay in the ED. 

3.a On 5/31/07 review of the hospital's triage , 

P&P, stated that a patient with severe paln should 
be treated or re-assessed within 10 minutes of 
beina seen bvthe nurse for triage. It further 

I stated that the patient should have continuous 
monitoring. The medial record showed Patient 
#26 was kt reassessed of treated for 
approximately 5 hours after he presented to the 
ED with severe abdominal pain. 

3. b. The medical record for Patient #5 
dccumented he did not receive a triage 
assessment by the nursing staff for three houffi. 
He did not receive medical treatment for 
approximately 10 hours aiter presenting to the ED 
with severe flank pain. 

3. o. The medical record for Patient #7 showed 
she presented to the ED with severe abdomin;? 

ETADORESS. 'XY, STAEZI? CODE 
El S WIIAIINGION AVE 
S ANGUES, CA 90059 

PROVIDERS PLAN OF CdilRECTlON W, 
(EACH CORRECrmE ACTION SHOULD BE WWLEllOU 

CROSSREFERENCED TO THE APPROPRIATE DATE 
DEFICIENCY) 

Immediate Actions 

diredive requires specific acknowledge 
and documentation of Ule hand-of& on 
shin (Attachment K). 
A hospital& position on all shi% was 
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bite when she presented to the ED, at 1612 hours 
on 5/31/07. The nurse documented that she was 
also bleeding fmm the bite. She was taken to the 
treatment area of the ED at 1820 hours, blrtthere 

B. WING I . 06/07/2007 

was no documented medical screening 
examination of Patient %2 for approximately f ~ e  
more hours. to determine if she had an 
emergency medical condiion. 
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2d. The medical remrd for Patient #29 indicated 
she came in with the paramedics to the treatment 
area of the ED on'4/28/07 after taking an 
overdose. There was a one hour delay before a 
medical screening examination was conducted. 

F(2) MULTlPLE MNST?.UCTION 

A BUILDING 
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2e. Cross refer to A455 for failure of the medical 
staff to provide continuing evaluation of the 
medical condiion of Patient $50 during his three 
day stay in the ED. 

3.a On 5/31/07 review of the hospital's triage 
P&P, stated that a patient with severe pain should 
be treated or re-assessed within 10 minutes of 
being seen by the nurse for triage. It further 
stated that the patient should have continuous 
monitoring. The medical record showed Patient 
2 6  was not reassessed or treated for 
approximateiy 5 hours after he presented to the 
ED with severe abdominal pain. 

3. b. The medical record for Patient #5 
documented he did not receive a triage 
assessment by the nursing staff for three hours. 
He did not receive medical treatment for 
approximately 10 hours after presenting to the ED 
with severe flank pain. 

3. c. The.medica1 record for Patient W showed 
she presented to the ED with severe abdominal 

A 
ID 
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CROSSRF~PICED TO THE APPROPWTE DATE 
DEFIUPIW 

Immediate Actions . 

patient hand-offrecommendations.' Thi 

shiff lA!tachment K). 

H and are awaiting a bed placement. If t ere 
are not beds available at MLK-H, the f . 
hospitalii assumes responsibility for 
facilitating the transfer. While the patient is 
awaiting transfer or admission. the 
hospitalist is responsible forwriting holdi ~g 
orders. reassessing the patient periodica iy. 
and modifying the plan of care as requirei 
However, the ED physician remains 
responsible for neurosurgical. orthopedic and JIOj psychiatn'c patients awaiting transfer and 
other departments would assume 
responsibility for their patients. 
For the ED physicians. the smart chart (a 
physician documentation rewrd, which is a 
tool, used to assure urnsideration of 
important clinical questions) was 
implemented to improve physician . 
documentation.and to capture encounter 
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bite when s h e  presented to the ED, at 1612 hours 
on 5/31/07. The nurse documented that she was 
also bleeding from the bi. She  was taken to  the 
treatment area of the ED at 1820 hours, butthere 
was no documented medical screening 
examination of Patient #62 for approximafely five 
more holirs, to determine iF she  had an 
emergency rnedical condition.. 

2d .  The medical record for Patient %29 indicated 
she  came in with the pammeaics to the treatment 
area of the ED on'4/28/07 after taking an 
overdose. There was a one hour delay before a 
medical screening examination was conducted. 

2.e. Cross refer to A455 for failure of the medical 
staff to  provide continuing evaluation of the 
rnedical condition of Patient ft50 during his three 
day stay in the ED. 

3.a On 5/31/07 review of the hospital's triage 
' P&P, stated that a patient with severe pain shoulc 

b e  treated or re-assessed within 10 minutes of 
being seen by the nurse for triage. It further 
stated that the patient should have continuous 
monitoring. The medical record showed Patient 
$26 was not re-assessed or treated for 
approximately 5 hours after he  presented to the 
ED with severe abdominal pain. 

3. b. The medical record for Patient 85 
documented h e  did not receive atriage 

. . assessment by the nursing sMf forthree hours. 
He did not receive medical treatment for 
approximately 10 hours aiter presenting to the U 
with severe flank pain. 

3. c. The medical record for Patient $7 showed 
she  presented to the ED with severe abdominal' 
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Ine tU Medical Director informed ED 
physicians at a department meeting, and h 
up with a written directive to ail ED physici 
that they were responsible for assessing a 
adive patients and patients waiting for tral 
at the beginning of each shift They were 
informed of their responsibility to meet wit1 
oncoming physicians at the end of shift to 
provide appropriate information as part of I 
pass on process. Physicians were also 
reminded to document the patienrs condii 
change of sh i i  and to document that the 
patien's care was transferred to the oncoc 
physician by name. 
An outside consultant. provided reinforcinc 
education to all ED nunino leadershio on I 
importance of patient adv&ey. partihad 
it relates to chain of command and nune-1 
physician communication. 

Monitoring: 
Ten charts will be randomly reviewed 
week to miidate the documentation ol 
physician involvement at the change c 
shift and hospitalkt invoivement with 
patients awaiting admission or trans% 
Deficiencies will be addressed with ths 
department chair. Results of these at 
will be provided to the Performance 
improvement Committee, which will re 
and create conedive action as n e m  
This data will then be reported to Exel 
Committee and to the Governing Bod) 
appropriate. 

PosiUon Responsible: 
Chair, Department of internal Medicine 
ED Medical Director 
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bite when she presented to the ED, at 1612 h o u ~  
on 5/31/07. The nurse documented that she was 
also bleeding from the bite. She was taken to the 
treatment area of the U) at 1820 hours, but there 
was no documented medical screening 
examination of Patient %2 for approximately fNe 
more hours, to determine iF she had an 
emergency medical wndiion. 

2d. The medical record for Patient +29 indicated 
she came in with the parameaics to the treatment 
a r e a ~ f  the ED on'4/28/07 aiter Wing an 
overdose. There VES a one hour delay before a 
medical screening examination was conducted. 

2e. Cross refer to A455 for failure of the medical 
staff to provide continuing evaluation of the 
rnedical condition of Patient $50 during his three 
day stay in the ED. 

3.a On 5B1/07 review of the hospital's triage 
P&P, stated that a,patient with severe pain shoulc 
be treated or reassessed within 10 minutes of 
being seen by the nurse for triage. It further 
stated that the patient should have continuous 
monitoring. The medical record showed Patient 
#26 was not reassessed or treated for 
approximately 5 hours after he presented to the 
ED with severe abdominal pain. 

3. b. The rnedical record for Patlent #5 
documented he did not receive a triage 
assessment by the nursing staff for three hours. 
He did not receive medical treatment for 
approximately 10 hours after presenting to the EI: 
with severe fiank pain. 

3. c. The rnedical record for Patient #7 showed 
she presented to the ED WWI severe abdominal 
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Immediate Actlons: 
The ED Nurse Manager designated a nurse 
educator to provide reinforced education of ED 
policy#114 to ensure that patients are 
appropriately triaged and assigned a triage 
acuity level based on the Emergency Severity 
index. The nurse educator proved this 
supplemental baining. This policy cdvers the 
need to reassess patients within certain time 
frames while the patient is waiting for an 
medical screening examination (Attachment 0) 

Permanent Actions: 
The monitoring process described below wili be 
used to assure the continuing effectiveness of 
these corrective actions. The ED Nurse 
Manager will address defidendes with 
responsible personnel. 

The ED ~ i n e  Manaaer or d&ionee will review ~-~ -~ ~.~~ ~ 

ten randomly selected charts each week to 
assess for appropriateness of triagc acuity 
score based on the Emergency Severity Index 
The ED Nurse Manaser will address 
defidendes vrilh responsible individuals. Data 
from the weekly reviews will be presented to 
ED Collaborative Practice Committee. Data wil 
also bc presented to the QPlC Council monthly, 
which wili evaluate it, create correctii actions 
as necessary. and repbrt it to the Quar i  
Council and Executive Committee and as 
appropriate, the Governing Body. Once audits 
demonstrate consistency, monitoring will be 
limited to 10 charts monthly. 

Responsible Positions: 
Chief Nursing Officer 
ED Nurse Manager 

1) A multidisciplinary team of ED physicians 
and ED nurses reviewed the cunent tiage 
process. As a result of that review, the , 
triage policy was revised so that the triage 
registered nurse notifies the medical 
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bite when she presented to the ED, at 1612 hour 
on 5/31/07. The nurse documented that she was 
also bleedina from the bite. She was  taken to the 
treatment areaof the ED at 1820 hours, butthen 
was no documented medical screening 
examination of Patient #62 for appmximately five 
more hours, to determine if she had an 
emergency medical condition. 

2d. The medical record for Patient #29 indicate1 
she came in w%h the paramedics tothe tre3imen 
area of the ED on 4/28/07 after taking an 
overdose. mere was a one hour delay before a 
medical screening examination was conducted. 

2e. Cross refer to A455 for failure of the medilr 
staff to provide continuing evaluation of the 
medical condition of Patient $0 during his three 
day stay in the ED. 

3.a On 5/91/07 review of the hospital's triage 
P&P, stated that a patient with severe pain shoul~ 
be treated or re-assessed within 10 minutes of 
being seen by the nurse for triage. It further 
stated that the patient should have continuous 
monitoring. The medical record showed Patient 
826 was  not reassessed or treated for 
approximately 5 hours after he presented to the 
ED with severe abdominal pain. 

3. b. The medical record for Patient #5 
documented he did not receive a triage 
assessment by the nursing staff for three hours. 
He did not receive medical treatment for 
approximately 10 hours after presenting to the El 
with severe flank pain. 

3. c. The medical record for Patient *7 showed 
she presented to the ED vdlh severe abdominal 

2 
I0 

PREFlX 
TAG 

S ANGELES. CA 90059 

2) The ED Nurse Manager pmvided education o all 
ED RNs on the requirement to notify physid ns of 
all patients waitlng to be seen that are 
experiencing pain, which requires interventi ns . 
based on the pain policy (Attachment N) 4 

PROVIDEXS PlAN OF CORRECTION 
(EACH CORRECrmE ACTION SHOULD BE 
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Permanent Actlons: I 
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The monitoring process described be1 
be used to assure the cantinuin. . . . . . . .- . . . . . 
effectiveness of these conectiv~ac50 s. 
The ED Nurse Manager will address 
deficiencies with rasponsibie personn . t 

Monitoring: . ' The ED Nurse Manager or designee 
review ten randomly selected charts 
week to assess ED aatients far --- 
appropriateness of pain intervention b 
on nain score. Defieidenees will be . -. -. . -. - - . . . . . - - 
addressed by the ED Nurse Manager. Data 
from the weekly reviews will be presen ed to 
the QPIC monthly, which win evaluate t 
Create WrredVe adions as necessary and 
repon lo the Q u a r i  Coundl and Ex utive 
Committee and as appropriate to Gov ing 
Body. Once audits demonstrate cons' tency, 
monitoring will be limited to 10 charts 1 

I 
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monthly. 
The charge nurse on each shiR will be 
responsible for reviewing the people In 
ED waitlng mom at least once per shiR 
determine whether they are patients 

the 
lo 

w:iWng 

and appropriately directed. 

the ED central log shall be immediately 
entered into the central log. Reports o 
variances will be recorded in the Daily 
Nurslng Report. 

any . 
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Continued From page 68 
cramping dun'ng her pregnancy. She also 
complained of vaginal bleeding. She was not 
reevaluated by the nursing staff and did not 
receive a medical examination for approximately 
four hours. 

3. d. The medical recprd showed Patient #69 
presented to the ED vJii severe abdominal pain 
.and afever. She did n$ receive a re-assessmer 
of her condition by the nursing staff for two 
hours. . 
3. e. The medical record for Patient #50 showed 
he presented to the ED with complaint of a sever1 
headache on 2/28/07. There was no documented 
re-assessment of his condition by the nursing 
staff for three hours. 

3 .f. The medical record for Patient #2 
documented she came to the ED comiplaining of 
severe sharp pain in her abdomen. There was no 
documented nursina re-assessment of her 
condition for appro&ately 5 hours. 

3. g. The medical record for Patient t62 showed 
she was complainiig of severe pain from a dog 
bite when she was triaged by the nurse 1820 
hours on 5/31/07. There was no documented 
re-assessment of the patient's condiion for 
approximately 5 hours. 

4. a ~os~'%aJ P&P Ml8 fbr care of psychiatric 
patients stated someone presenting as a danger 
to themselves would be taken to the treatment 
area immediately. The medical rewrd for Patient 
8 indicated he presented to the ED with suicidal 
ideation and a plan to drink bleach. 
Documentation shows he was left to sit in the 
lobby without a nursing reassessment for 
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PROVIDERS PLAN OF CORRECTlON 
(EACH WRRECTIVEACTION SHOULO BE 

Ci(CSSi(mENCED TO THE AP?iK)PilIATE 
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Immediate Actions: 
Effective May 29.2007, the policy entitled ' 
Management of Psychiatric Patients #I 18 for U 
Emergency DepaNnent was revised to addres! 
the needs of psychiatric patients presenUng to 
the MLK-H emergency department The ED 
Nurse Manager completed in-service on the 
revised policy with emphasis lhat at no time 
should the patient be leff alone. (Attachment W 

Permanent Action: 
The monitoring process desabed below will be 
used to assure thecontinuing effediveness of 
thke corrective actions. The ED Nurse Manag, 
will address identified deficiendes with 
responsible personnel. 

Monitorina: 
The ED ~ & e  Manager or designee will review 
ten andomlv selected chath each week to 

~ ~ -~~ 

assess for appmpn'ateness of triage acuity sco! 
based on the Emergency Severity Index. The E 
Nurse Manager will address defiw'endes with 
responsible individuals. Data from the weekly 
reviews will be presented lo ED Collaborative 
Practice Committee. Data will also be presentel 
to the QPIC Coundl monthly. which will evaiuat 
it, create corredive actins necessary, and 
report it to the Quallh, Coundl and Executive 
 omm mi nee and as aipmpriate, the Governing 
Body. Once audits demonstrate consistency. 
monitoring will be limited lo  ten charts monthly. 

Responsible Positions: 
Chief Nursing Officer 
ED Medical Director 
ED Nurse Manager 

va 
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DATE 
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1. b. The medical record for Patient #28 showed 
1e was assessed by the triage nurse at 2106 
lours on 4/28/07 as having thoughts of wanting to 
~urt himself. The nurse documented he had tried 
a commit suicide in the past. There was no 

(XI) PROVlDEiVSUPPUEWCUA 
IDENflFlCATION NUMBER: 

050578 

~ocumented re-assessment of his condition by 
he nursing staff for three hours. He was not 
&en to the treatment area for three hours after 
le  was triaged. 

I.. c. Patient P49 presented to the ED at 0302 
lours with a chief complaint of violent behavior, 
lot taking his medications and was experiencing 
auditory hallucinations. At 0535 hours, nursing 
jowmented that the patient had left wilhout beinc 
iecn. 
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INITIAL COMMENTS I AOOO 
The  following represents the  findings of t h e  
Department of Health Services during a survey 
for EMTAIA complaint # 117102 conducted 
concurrently with a complaint survey: 

B. WING 

Representing he Department were Jo Ann Dalby, 
RN, HFES; Barbara Mellor, RN. HEN; and  
Sanford Weinstein. MD, Medical Consultant . 

G 
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The original document prepared for the  
investigation, # MBOZII, identified a patient 
sample s ize  of 60. Eight additional patients were 
reviewed for this document for a total sample size 
of 68. 

SIR= ADDRESS. CITY. STATE, ZIP CODE 
12021 S WlLNllNGTON AVE 
LO! 

T h e  original document cited Patients A, B, C, D, 
E,F ,G,H,I ,J ,K,LM,N,O,P ,Q.These  
patients a r e  cited in this document using the  
following identifiers respectively Patient #50, #69, 
#36, #26,#5, f6, #7, $66, %7, $68, #62, #63, . 
#64 #65,82, A23, #3. 

T h e  provider agrees ,  in the  case of a hospital as 
defined in §489.24(b), t o  comply with 5489.24. 

Additional Patients affected by the  hospital's 
non-compliance with EMTALA requirements cited 
in this document a r e  Patients #9, #15. and  #29. 
489.20(1) COMPLIANCE WITH W9.24 . 

This STANDARD is  not met  as evidenced b y  
Based on review of medical record reviews, 
policies and  procedures (P&Ps), medical staff 
by-laws, rules a p d  regulations, and staff 
interviews, the  hospital failed to comply with the  
requirements of 42 CFR 489.24. Findings: 

A40C 

1. T h e  hospital failed t o  ensure 11 of '68 sampled 
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PROVIDER'S PLAN OFCORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 
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DEFlClENCv 

yxs) 
COMPMON 

OATE 

Any deficiency statimpnt ending with an asterisk (? denotes a deficiency which the institution may be excused from correcting providing it is detenined that 
other safeguards provide sulffcient pmtedon to the patients. (See instwctions.) Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whetheror not a plan of correction is pmvided. For nursing homes, the above findings and plans of cometion are disclosable 1 4  
days following the date Ulese documents are made avallahle to the facility. If defidencles are cited, an approved plan o! mrrection is requisite to continued 
program parliclpalion. 
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Continued From page 1 
patients received appropriate medical screening 
examinations within the capacac%y of the hospiWs 
emergency department. In addition, the hospital 
failed to ensure that medical screening 
examinations for 11 of 68 sampled patients were 
provided by qualified medical personnel. Please 
refer to A 406. 

2. The hospital failed to provide stabilizing 
treatment of an emergent medical condition for I( 
of 68 sampled patients. Please refer to A 407. 

3. The hospital failed to provide appropriate 
transfers to a higher level of care for two of 68 
sampled patients. Please refer to A 407. 
48920(r)(3) ER LOG 

The piovider agrees, in the case of a hospital as 
defined in §48924(b) (including both the 
transferrina and receiving hospitals), to maintain : 
central logon each ind'widual who comes to the 
emergency department, as defined in §489.24(b), 
seekihg a&ist&ce and whether he or she . 
refused treatment, was refused treatment, or . 
whether he or she was transferred, admitted and 
treated, stabilized and transferred, or discharged. 

,The provisions of this regulation apply to all 
hospitals that participate in Medicare and provide 
emergency services. 

This STANDARD is not met as evidenced by 
Based on i n t e ~ e w  and record review, the 
hospital failed to ensure there was a central log 
accurately identifying when patients came to the 
emergency room seeking assistance and their 

Steos have been taken to assure that all 
patients presenting to the ED will receive a 
medical screening examine by a physician. 
Please refer to tag A 406 for a more detailed 
response. 

The inedical staff has taken steps to assure 
that all patients are seen by a physician in 
timely manner, have access to appropriate and 
timely ancillary sewices, and receive 
stabilizing treatment within the capacity of the 
hospital. Please refer to A 407 for a more 
detailed response. 

Medical staff has revised the transfer process 
for patients. Please refer to A407 for a more 
detaileii response. 
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Continued From page 2 
disposition on discharge. 

Findings: 

1. The ED log showed Patient #5 dame to the 
emergency department (ED) at 1510 hours on 
511 1/07. The medical record revealed that 
Patient #5 had actually been assessed by the 
triage nurse three hours earlier, at 1139 hours on 
511 1/07. 

2. The medical record identified Patient #I4 came 
to the ED on 1/26/07 and was seen in triage at 
1224 hours.. The time of entry in the ED log read 
"1 324 hours". 

3. The medical record for Patient #6 showed he 
presented to the ED for triage at 1812 hours on 
511 1/07 and left without being seen for a medic@ 
screening exam. He was not logged into the ED 
log until 1913 hours and the log failed to identify 
that he left without being seen. 

4. The medical record for Patient #16 showed he 
was triaged in the ED at 1340 hours on 12/3/06 
and was transferred to another hospital at 0730. 
hours on 12/4/06. The ED log stated he 
presented to the ED at.1402 hours on 12/3/06 
and was transferred at 0950 hours on 12/4/06. 

5. At 0900 hours on 5/30/07 the ED log was 
requested. When received on 5/31/07, thelog 
failed to contain information for patients seen in 
the pediatric and adult urgent care areas of the 
hospital after they were triaged in the ED. The 
infohation technology representative revealed 
that the 'emergency department log" contained 
only those patients evaluated in the main 
emergency room. Separate patient logs existed 

I STREEF ADDRESS, CITY, STATE, ZIP WOE 
12021 S WILhUNGTON AVE . 

1 LOS ANGELES, CA 90059 
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:inding 1.2, 4 
mmedlate actions: 
I) Facility investigation determined that when 

patients presented to the ED, the registered 
nurse evaluated the patient initially and 
comoleled the flow sheet After this evaluation 
the patient was seen by registration. The 
electronic ED log defaulted to the time of entry 
by the registration staR That led to the 
discrepancies noted by the survey. A 
multidisciplinary group reviewed and revised 
emergency registrationladmilting policy # I  .1.3 
entilled Registration and Financial Screening 1 
require original time of arrival be entered Into 
the computerized central log to be congruent 
with the nursing flow sheet. 

The screen was modified to require the clerk il 
registration to validate the date and time 
entered is the same.as the nursing flow sheel. 

'emanent Action: 
Jse of the monitoring discussed below will.assure 
hat the deficiency remains permanently corrected 
Inti1 implementation of ATEMM system has been 
:ompleted. 
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I.  The ED log showed Patient #5 came to the 
mergency department (ED) at 1510 hours on 
5/11107. The medical record revealed that 

' 

'atient #5 had actually been assessed by the 
.riage nurse three hours earlier. at 1139 hours on 
511 1/07. 

lAME OFPROVIDER OR SUPPLIER 

2. The medical record identified Patient #14 came 
to the ED on 1/26/07 and was seen in triage at 
1224 hours. The time of entry in the ED tog read 
"324 hours". 

3. The medical record for Patient #6 showed he 
presented to the ED for triage at ,1812 hours on 
511 1/07 and left without being seen for a medical 
screening exam. He was not logged into the ED 
log until 1913 hours and the log failed to identify 
that he left without being seen. 

4. The medical record for Patient #I6 showed he 
was tilaged in the ED at 1340 hours on 12/3/06 
and was transferred to another hospital at 0730 
hours on 12/4/06. The ED log stated he 
presented to the ED at.1402 hours on 12/3/06 
and was transferred at 0950 hours on 12/4/06. 

5. At 0900 hours on 5/30/07 the ED log was 
requested. When rece~ed on 5/31/07, thelog 
failed to contain information for patients seen in 
the pediatric and adult urgent w e  areas of the 
hosoital afler they were triaged in the ED. The 
infobation technology representative revealed 
that the "emergency deparbnent log" contained 
onIy those patients evaluated in the main 
emergency room. Separate patient logs existed 
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Monltormg: . Ten randomly selected charts will be reviewed 
weekly to validate that !he lime rewrded on lh  
central log and'the nursing flow sheet is 
consistent and accurate. Results of the chart 
review will be,reported on the weekly dashboard. 
The dashboard is presented to Quality . 
Performance Improvement Committee (QPIC) 
monlhly and to the Quality Council quarterly. 
Once the practice becomes consistent, monito~ 
will be limited to ten charts monthly. 
The charge nurse on each shiR will be respons 
for reviewing the people in the ED waiting room 
least once per shiff to determine whether there 
are patients waitirig for service. Anyone withou 
an identification band will be questioned as lo 
thelr status and appropriately directed. . The nursing shiR supervisor will randomly verif! 
that individual patienls are entered into the cen:ral 
log. Any patlent not entered into the ED central 
log shall be immediately entered into the central 

log. Reports of any variances will be recorded 
the Daily Nursing RepoR. 

Finbing 3 
immediate Actions: 
Registration staff was provided with supplemental 
nstruction by thelr supervison on the need to includ* 
a discharge disposition in the central EMTALA log. 

t 

. 

ng 

ble 
at 

i i  

:tiage to medical scmenlng examinations. HIM will 
rack ED LOS. Avenge wait times from triage to' 
discharge that exceed expeclations will prompt 
nedical recard review; the central log will be 
~conciied for inconsistencies with the medical recor I. 
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for ED patients seen in the Adult Urgent Care 
area and a separate log existed for the Pediatric 
Outoatient deoarbnent It was revealed that a 
codplete log +or all patients was known as the 
"EMTALA" log and this log contained all adult, I 
pediatric andurgent carepatienis. When 
produced, the EMTALASog was not in 
chronological dateltime order of when the patient: 
presented to the ED. 
489.24(a) and 48924(c) MEDICAL SCREENING 
EXAM 

In the case of a hospital that has an emergency 
department, if an individual (whether or not 
eligible for Medicare benefiis and regardless of 
ability to pay) "comes to the emergency 
department", as defined in paragraph (b) of this 
section, the hospital must provide an appropriate 
medical screening examination within the 
capability of the hospital's emergency 
deparbnent, including ancillary services routinely 
available to the emergency department, to 
determine whether or not an emergency medical 
condition exists. The examination must be  
conducted by an individual(s) who is determined 
qualified by hospital bylaws or rules and 
regulations and who meets the requirements of 
w2.55 of this chapter concerning emergency 
sewices personnel and direction. 

If an emergency medical condition is determined 
to exist, the hospital must provide any necessary 
stabilizing treatment, as defined,in paragraph (d) 
of this section, or an appropriate transfer as 
defined in paragraph (e) of this section. If the 

' 

hospital admits the individual as an inpatient for 
further treafment, the hospital's obligation under 
this section ends, as specified in paragraph (d)(2) 
of this section. 

A 4 ~ ~ e s p o n s i b l e  Person: HIM Director I 
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ultidisciplinary group that reviews patient care. 

) Nursing administration re-trained all ED staff on 
the distinction between central log and working 

. 
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3anctions under this section for inappropriate 
msfer during a national emergency do not apply 
o a hospital with a dedicated emergency 
jepartrnent located in an emergency area, as 
;pecified in section 1135(g)(1) of the Act. 

STREET ADDRESS, CW. STAT& ZIP WOE 
12021 S WILMINGTON AVE 

fan  individual comes to a hospital's dedicated 
mergency department and a request is made on 
?is or her behalf for examination or treatment for 
s medical condition, but the nature of the request 
makes it clear that the medical condition is not of 
an emergency liature, the hospital is required onl! 

LO 

to perfoin such screening as would be 
appropriate for any individual presenting in that 
manner. to determine that the individual does not , . . - . . . 

have &emergency m e d i d  condition. 

This STANDARD is not met as evidenced by: . 
Based on medical record review, policy and 
procedure reviews, review of hospital 
documentation and staff interviews, the hospital 
failed to ensure medical screening examinations 
were provided by qualified individuals for 1 I of 68 
sampled patients presenting to the Emergency 
Department (ED) (Patients #S, #7, #9, #15, %2, 
#63, #64, #65, #66, #67, #68). In addition, the 
hospital failed to provide pmmpt medical 
screening examinations for 11 of 68 sampled 
patients (Patients #2, #3, #5, #6, #7, #9, #26, , 

#29, *36, #50, #69 ). 

Findings: 

1. Patient #SO presented to the ED (emergency 
department) on 2/28/07 at 0950 hours, with a 
chief complaint of headache (comes and goes) 
with occasional nausea. At the time of triage, 

I 
I0 

PREFIX 
TAG 
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PROVIDER'S PLANOF WRRECTlON 
(EACH CORRECMEACTlON SHOULD BE 

CROSMEFERENCED TO THE APPROPRIATE 
OEFlClENO() 

Immediate Actions:' 
The ED nurse manager.deslgnated a nurse 
educator to provide reinforced education of ED 
oollcv#114io ensure that patients are aD~ropria1eb 
kiaged and assigned a triage acuity lewd based on. 
the Emergency Severity Index. The nurse educator 
provided this supp!emsntal training (Altachment 0). 

Permanent Actions: 
The monitoring process discussed belmwill be 
used to assure the continuing effectiveness of these 
wrrect'ie actions. The ED Nurse Manager will 
address deficiencies with responsible personnel. 

Monitoring: 
The ED nurse manager or designee will review ten 
randomly selected charts each week to assess for 
appropriateness of triage acuity smre based on the 
Emergency Severity Index, and, if applicable. 
whether the smre was appropriately changed after 
the patient was reassessed. The ED Nurse 
Manager will address deficiencies with responsible 
individuals. Data from the weekly reviews will be 
presented to ED Collaborative Committee. Data will 
also be presented to the QPIC monthly, which will 
evaluate 8, create corrective adions as necessary. 
and report it to the Quality Council and Executive 
Committee and as appropriate, lhe Governing Body 
Once audits demonstrate wnslstency, monitoring 
will be limited to 10 charts monthly. 

Immediate Actions:. . The ED nurse manger provided education to all 
ED RNS on the requirement to notify 
physicians of all patients waiting to be seen 
that are experiencing pain, which requires 
infewenlions based on the pain policy. 
(AttachmenlV,N) . A multidisciplinary leamof ED physicians and 
ED nurses reviewed the current trlage process 
As a resun of the that review, the triage policy 
was revised so that the triage registered nurse 
notifies the medical provider if the patient is 
experiencing pain 2 7/10 and follows 
physician's order lo initiate pain medication for 
pain relief regardless oftriage acuity IeveLThe 
ED nurse manager provided in-service on the 
revised triage policy #114. 

05) 
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DATE 
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1003 hours, the patient described'that he was 
experiencing severe pain, that scored nine out of 
10; on a scale of one to 10, with 10 being the 
most severe. The patient described that the pain 
was located at the back of his head and that it 
was relieved by vomiting. The patient was 
assigned atriage acuity of three. Per hospital 

-OF PROVIDGI OR SUPPLER 
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policy, an acuity of thr& indicated the pafient had 
a major illn'&s or injury, but was stable. 

G 
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At 1250 hours, Patient $50 was taken to the 
treatment area. Nursing assessment at that time 
revealed " steady gait ' , pupil sizes of 33 and 31 
mm. A'Glascow Coma Scale score of 15 was 
recorded (a standardized series of observations 
reflecting speech, pain, orientation and speech. 
A score of 15 is normal). 

Patient #SO was assessed by the emergency 
department physician, at which time "paraspinal 
tenderness" was noted, but no " Neuron changes 
or " Psych" abnormalities recorded. A blood 
count revealed 16.4 gms. of hemoglobin and a 
white count of 10,800 (upper normal range). 
Morphine 4 mg was administered in the 
emergency department, however, the results of 
the medication administration was not recorded. 
A CT head scan was ordered by the ED 
physician. 

At 1550 hours Patient %0 was taken to CT. The 
report revealed, "significant ventricular dilatation 
with periventricular changes consistent with 
subeperidymal edema This may be related to a 
heterogeneous mass near the region of the pinea 
with caudal extension to a level near the proximal 
fourh ventricle." The scan revealed a brain 
tumor measuring approximately 25 cm. 
compressing the internal circulation of fluid in the 
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to assure the continuing effectiveness of these 
corrective actions. The ED nurse manager, v d  
address deficiencies with responsible personnel. 

..( 
Monitoring: 

The ED nurse manag 
randomly selected ch 
Patients for appropriateness of pain intewentio 
based on pain score. 
by the ED Nurse Man 
reviews will be presented to the ED Collaborativ: 
Committee. Data vill also be presented to the Q'IC 
monthly, which will dvaluate It, create corrective 
actions a s  necessary, and report it to the Qualit) 
Council and Executive Cummiltee and a s  
appropriate. the,Goveming Body. 

Immediate Actions: 
A multidisciplinary team of ED physicians and ED n u s e s  
reviewed the current triage process. As a result of th 611 811 
review, the triaging process was redesigned to pmviie for 
a more timely medical screening exam and treatment. 
This process indudes the foilowing: (Attachment 0) 

The triage nurse and registration clerk are 
co-located s o  that the triaging procesq and 
the registration process can occur 
simultaneously. 
The physician will be available to the 

are identified as a level 3. Upon 
completion of the medical screening 

oresentation. lests and treatments 
iincluding p a k  management) will be 
ordered and carried out  
Patients who are ident%ed a s  a Level 1 
and 2 at the time of triagewill be brou ht 
back to the emergency treatment are . A! 
the time of arrival, the ED charge nu e vnil 
notifvthe ohvsician of the oatient's ar 1 ival 
by piacing' tLe patienrs pseudo name 
the white board along with the patient 
priority number. The physician will 
acknowledge the patient by initialing I 
white board and will oetform lhe medi 

ry ID: CA06WW035 If mntinuation sheet Page 6 of 32 
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bmin resulting in internal swelling from dilatation 
of the ventricular system of the brain. An MRI 
image of the brain was recommended and 
completed. This confmed the presence of a 
tumor mass in the region of the pineal gland 
Modemfe diiatation of the ventricular system of 
the brain was noted.. 
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A handwritten note by the ED physician noted thal 
Neurosurgery was not awnable at the hospital, 
"will arrange MAC transfer". (The MAC is the 
medical alert center for Los Angeles County. Thk 
is the central clearing house for all Los Angeles 
County hospitals.) However, there was no written 
documentation that physician to physician contad 
had been initiated. A clinical impression of 'Acute 
Obstructive Hydrocephalus%as recorded. A 
physician order for a neurosurgery consult was 
written at 1653 hours on 2/28/07. 

A "Neurology Consultation" handwritten by a 
Physician Assistant (PA-C) identified that lhe 
patient was seen for evaluation at 1720 hours. 
The consultation revealed no neurological defer& 
or alteration in mental sfafus for Patient #SO. The 
consult described symptoms of d i i n e s s ,  
nausea, headache and vomiting. The 
consultation, provided by the PA-C, was then 
countersigned by the attending neurology 
physician a t  1900 hours. No written note was 
provided by the neurology physician. The medica 
record failed to contain documented evidence tha 
the neurologist had actually examined Patient 
#50. This finding was in violation of the Medical 
Staff rules and regulations requiring a written 
note. The consultation request form revealed tha 
"Stat MAC transfer to a facility with neurosurgical 
service" was requiied. 
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tarling July 1.2007. Utilikation Review staff will 
:view at least 15% of oatienls weeklv to track and 
end data from anivali~Iriage and d i r  to medical 
xeening exam. Tima of amval lo tbne of discharge ir 
acked electronically through the Afini* System for a 
atjenk and trended vrcckly. The Information goes to 
le Emergency Deparbnent Collaborative Committee 
!r evaluation. The report will go to both the ED 
omminee and the Qual:tylPerformancc Improvemen 
ornmittee (QPIC), which will repert thii to the 
xecutive CommiUee or Quality Counul respedaely. 
nd then to the Governing Body. 

osition Responsible: 
D Medical Director 
D Nurse Managef 

iddiiional issues for this  patient are addressed unde~ 
ag 407) 

If continuation she, 
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A written order for "MAC transfer to Neurosurgica 
facility was provided at 1717 hours by the 
attending ED physician. There was, however, no 
written documentation that any physician had 
actually spoken with or discussed the emergent 
clinical situation of Patient #50 with a proposed 
receiving hospital to facilitate transfer for Patient 
$50. Documents contained in the medical record 
revealed that Patient $50 signed a transfer 
consent on 2/28/07. 
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At 0350 hours on March 1,2007. nursing notes 
revealed that Patient #50 was administered 
Diiaudid (narcotic pain medication) by IVP 
(intravenously push). There was no documented 
evidence that a ED physician had examined or 
assessed the neurological status of Patient #50. 
A nursing re-assessment performed at 0550 
hours revealed that a neurocheck had been 
performed and the headache pain of Patient #50 
had improved. 

p) MULTIPLE CONSTRUCTION 

A BUILDING I STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

B. WING 

Additional nursing assessments were performed 
at 0730,0900,1100,1300,1500, and4830 hours. 
These nursing assessments documented no 
change in the status of Patient $50 These 
assessments indicated that Patient #50 was able 
to move ali four extremities and remained alert. 
No physician assessments were documented. 
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Patient #50 remained in the ED until 3/3/07. 
Review of the medical record revealed that the 
patient was assessed by nursing staff and 
continued to received Dilaudid and morphine to 
control his headache pain. The nursing pain 
assessments included only a numerical score to 
identify the intensity of pain but failed to identify 
pain radiation, quality (ache, throbbing, sharp, 
dull, burning) and constancy as required'by 
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provided on-going assessments and 
care. E X C ~ D ~  for the initial consult, the neurologist 
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- I did not seethe patient again. 

On 3/3/07 at 0725 hours, nursing documentation 
identified that Patient #50 complained of occipital 

I headache pain. Intensity of pain was recorded as 
5/10. The patient was not given pain medication 

I nor were non-medication intewentions provided. 
Nursing documentation further identified that no 
deficgwere noted. However, the very next 
sentence stated c/o (complaint of) blurred vision 
when ambulating. The patient was not evaluated 
for the neurological symptom by a physician. 

At 11 00 hours, Patient #50 complained of 
increased head pain. The patient identified the 
intensity of pain as being 9/10 (severe). The 
patient received Dilaudid 1 mg. IV for pain. . 
Although a physician order was obtained for the 
pain medication, the patienl's medical record 
failed to contain documented evidence that fhe 
ED physician evaluated the patient. . 

At 1150 hours, the patient and his family indicate1 
that after three days, they were tired of waiting for 
tmnsfer to another hospital. Patient #50 signed 
out AMA (against medical advise) to seek 
treatment elsewhere. The "Leaving Hospital 
against Medical Advice" form was noted to be 
incomplete. In addition, the medical record failed 
to contain documented evidence that at the time 
of discharge, the patient had been assessed by a 
physician or had received discharge instructions. 

On 6/1/07 and s/5/07 discussions with hospital 
staff regarding the care of Patient #50 and qualit 
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received by Patient #50 was deemed to be 
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appropriate. The hospital was requested to 
provide any and all documentation related to the 
patient's care as  well as any quality of care 
reviews. 

(XI) PROVlDEWSUPPUeUCW 
lDEEmnCATION NUMBER 

ti 
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A case review summary for Patient #50 was . 
received aft340 hours on 6/5/07. The case 
review confirmed afdure of the ED physicians to 
document assessments of Patient #50 for three 
days. Furlher review of the summaryidenwed 
that there was a system wide plan to provide 
neurosurgical services and to streamline the 
transfer process of patients between hospitak. 
Patient #50 was a pending transfer to a higher 
level of care on 3/3/07 priorto leaving the hospital 
againsf medical advice. As of 6/7/07, the plan hat 
not been implemented. 

(XZ) MULTIPLE WNSTRUCTION 

A BUMlNG 

2. Patient %9 presented to the emergency 
department on 3/8/07 at 2242 hours, with a chief 
complaint of stomach pain for the pasttwo 
weeks. The nurse documented that the pain was 
in all four quadrants and radiated in to the 
patient's back. It was documented that the patient 
had multiple episodes of nausea and vomiting 
today. The patient identified her pain a s  being 
severe with a score of I 0  out of 10. The patient 
identified that the pain she was experiencing was 
constant and that nothing provided relief. The 
pain was further described as  aching ahd burning 
with a pressure sensation. Nursing 
documentation revealed that the patient was 
moaning and had facial grimacing. V i l  signs 
were recorded as Temperature 102.8 degrees, 
heart rate 97, respirations 24 and blood pressure 
was 133159. No treatment was provided to 
alleviate pain or reduce the patient's fever at the 

I SIRE ETA DO^, CW.  STATE ZIP CODE 
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Permanent Actions: 
Use of the monitoring discussed below will assure th 
the deficiency remains permanently corrected. t 
Monltoring: . The ED nurse manager or designee will review t n 

randomly selected charts each week to assess f 1 r 
I . aooroor&leness of triase acuihr smre  based on the 
I ~AerAencv ~everihr  1n;jex. ~ < e  ED Nurse I 

I 
- . - -  

Manager will add& deficiencieswith respans 
individuals. Data fmm the weekly reviews will 
presented lo ED Collaborative Comm Itee. Data 

I will also be presented to the QPlC monthly, which 
will evaluate it, create corrective actions a s  

. ' necessary, and report it to the QualityCouncil a 
Executive Commatee and a s  appropriate, the 
Governing Body. Once audits demonstrate 
consistency, monitoring will be limited p 1 0  cha 
monthly. 

I 1  
406-2 Pt. 69 

A 406 Immediate AcUons: 
The ED nurse manager designated a nurse 
provide reinforced education of ED policy#114 to 
ensure that patients are appropriately triaged and 
assigned a triage acuity (%yeel based on the Emergen 
Severity index. The nurse educator provided this 
supplemental training (Attachment 0).  

Positions Responsible: 
Chief Nursing Officer 
ED Nurse Manager 

mmediate AcUons: 
A multidisciplinary team of ED physicians and ED 

nurses reviewed the current triage process. As :I 
result ofthe that review, the triage policy vms 
revised s o  that the triage registered nurse notifiet 
the medical provider ifthe patient is experiencin 
pain 2 7/10 and follows physicians order to initia e 
pain,medication for pain relief regardless of triag: 
acuity level. The ED nurse manager provided in. 
service on the revised triage policy#l14. 

The ED nursemanger provided education to all E3 
RNs on the requirement to notify physicians of a I 
patients waiting to be seen that are experiencing 
pain, which requires interventions based on the 
pain'policy (Attachment N.VJ 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
PRINTED: 06W2007 

FORMAPPROVED - - 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMBNO. 0938-0391 
TATEMENTOF DEFICIENCIES (Xi) PROVlDERfSUPPUER/CLlA w) MULTiPLE WNSTRUCTION (X3) DATE SURVEY 
iND PLAN OF WRRECTlON iDENTIRC47lON NUMBW: WMTLETED 

A BUILDING 

I 0 5 0 m  R WING 

NAMEOF PROVlDER OR SUPPUER SREEr ADDRESS. CRY, STATE ZIP CODk 
iznn s WILMINGTON AVE 

LACIMARTIN LUTHER KING JR GEN HOSPlTAL 

(X4) ID 
PREFIX 

TAG - 
A 401 

SUMMARY STATEMENTOF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY NU 

REGULATORY 03 LSC IDDSnMNG INFORMATION) 

Continued From page 9 
assurance, identified that the medical care 
received by Patient #50 was deemed to be 
appropriate. The hospital was'requested to 
provide any and all documentation related to the 
patient's care as well as any quality of care 
reviews. 

A case review sumniary for Patient 950 was 
received at'4340 hours on 6/5/07. The case 
review confirmed afailure of the ED physicians to 
document assessments of Patient #50 for three 
days. Further review of the summary identified 
that there was a system wide plan to provide 
neurosurgical seMces and to streamline the 
transfer process of patients between hospitals. 
Patient #50 was a pending transfer to a higher 
level of care on 3/3/07 prior to leaving the hospitd 
3gainst medical advice. As of 6/7/07, the plan ha& 
not been implemented. 

2. Patient #69 presented to the emergency 
department on 3/8/07 at 2242 hours, with a chief 
complaint of stomach pain for the past two 
weeks. The nurse documented that the pain was 
in all four quadrants and radiated in to the 
patient's back. It was documented that the patient 
had multiple episodes of nausea and vomiting 
today. The patient identified her pain as being 
severe with a swre of 10 out of 10. The patient 
identified that the pain she was experiencing was 
constant and that nothing provided relief. The 
pain was further described as aching ahd burning 
with a pressure sensation. Nursing 
documentation revealed that the patient was 
moaning and had facial grimacing. V i l  signs 
were recorded as Temperature 102.8 degrees, 
heart rate 97, respirations 24 and blood pressure 
was 133159. No treatment was provided to 
alleviate pain or reduce the patient's fever at the 

-""- 
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A 406 The monitoring process described below will be used 
to assure the continuing effectiveness of these 
corrective actions. The ED nurse manager. wiil 
address dekiencies with responsible personnel. 

Monitoring: ,.. 
The ED nurse manager or designee will review ten 
randomly selected charts each week to assess ED 
Patients for appropriateness of pain intervention bast 
on pain swre. Deficiencies will be addressed by the 
ED Nurse Manager. Data from the weekly reviews w 
be presented to the ED Collaborative Committee. 
Data will also be presented to the QPlC monthv, 
which will evaluate it, create corrective actions as 
necessary, and report it to the Qualii Council end 
Executive Committee and as appropriate. the 
Governing Body. Once audits demonstrate 
consistency, monitoring wiil be limited to 10 charts 
monthly. . The charge nurse on each shift will be 

responsible for reviewing the people in the ED 
waiting room at least once per shii to determinf . whether they are patients waiting for senrlce. 
Anyone without an identification band will be ~. 
questioned as to their status and appropriately 
directed. . The nursing shiff supe~isorwill randomly verify 
that individual patients are entered into the 
log. Any patient not entered into the ED central 
log shall be immediately entered into the central 
log. Reports of any variances will be recorded ii 
the Daily Nursing Report. 

Positions Responsible: 
Chief Nursing Officer 
ED Nurse Manager 

Immediate Actions: 
Amultidisciplinatyteam of ED physicians and ED 
nurses reviewed the current triage process. As a 
result of the review, the triaging process was re- 
designed tu provide for a timelier medical screening 
exam and treatment This process includes the 
following: 
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assurance, identified that the medical care 
rece~ed by Patient #50 was deemed to be 
appropriate. The hosp-Wl was requested to 
provide any and all documentation related to the 
patient's care as well as any quality of care 
reviews. 

A case review summary for Patient 850 was 
received af'1340 hours on 6/5/07. The case 
review mnflrmed afailure of the ED physicians to 
document assessments of Patient #50 for three 
days. Further review of the summary identified 
that there was a system wide plan to provide 
neurosurgical services and to streamline the 
transfer process of patients between hospital?. 
Patient 850 was a pending transfer to a higher 
level of care on 3/3/07 prior to leaving the hospital 
against medical advice. As of 6/7/07. the plan had 
not been implemented. 

2. Patient #69 presented to the emergency 
department on 3/8/07 at 2242 hours, with a chief 
complaint of stomach pain for the past two 
weeks. The nurse documented that the pain was 
in all four quadrants and radiated in to the 
patient's back. It was documented that the patient 
had multiple episodes of nausea and vomiting 
today. The patient identified her pain as being 
severe with aswre of 10 out of,lO.The patient 
identified that the pain she was experiencing was 
constant and that nothing provided relief. The 
pain was further described as aching ahd burning 
with a pressure sensation. Nursing 
documentation revealed that the patient was 
moaning and had facial grimacing. Vial signs 
were recorded as Temperature 102.8 degrees, 
heart rate 97, respirations 24 and blood pressure 
was 133/59. No treatment was provided to 
alleviate pain or reduce the patient's fever at the 
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'ordered and carried out 

the white board and will perform the medical 

., 
UR nurses will review ten randomly selected 
records daily to track the time from tnagc to $:;Z' 
screening &mination and percentage 
olans that are nct carried out wilhin 120 
brder. Data from these daily reviews vflll be 

review. Data will also be presented to the 

and as appropriate, the Governing Body. 

Position Responsible: 
ED Medical Director 
ED Nurse Manager 
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time of triage. The patient was assigned a triage 
category of 3. Category or Level 3 patients are 
described as having a stable major injury or 
illness. 
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Two hours later, at 0040 hours, Patient S9.k vital 
signs were re-assessed. The patient had a 
temperature of 102.4 degrees, heart rate 102, 
respirations 20 and blood pressure was recorded 
as 118i62. The patient continued to experience 
severe abdominal pain. No treatments were 
provided in the triage area. 

At 01 10 hours, the patient was transferred to the 
treatment area. The patient continued to have 
severe pain, recorded as 7/10. The patient 
received Tylenol 650 rng. and was placed on 
oxygen by mask. At 0220 hours, the pafient was 
described to have decreased pain. At 0400 hours, 
nursing documentation revealed that the patient 
had no orders for care and was for the 
physician assistant This was approximately 
three hours after she was taken to the treatment 
area of the ED. 

Patient #69 was notevaluated by a physician until 
0530 hours The patient was described a s  having 
afever and was in moderate to severe distress. 
The patient continued to experience severe pain 
and nausea The patient experienced severe pain 
throughout her ED stay. 

At 0950 hours, I1 hours after presenting to the 
ED, the patient was transferred to surgery 
services to undergo an exploratory laparotomy. .' 
3. The medical record for Patient #26 
documented the teenager presented to the 
emergency department (ED) at 2355 hours on 

I0 PROVIDERS PLAN OFCORRECTlON 
(EACH CORRECrmf ACTlON SHOULD BE 

TAG CROSSR~RPICEDTOTHEAPPROPRIAE 
DEFmENCr, 

oolicvS114io ensure that oalients are 

I 

appmprialely triagsd and assigned a triage 
acuily level based on the Emergency Seve* 
Index. The nurse educator provided lhii 
supplemental training (Attachment 0). 

A 406 

Monitoring 
A multidisciplinary team of ED physicians and 
ED nurses reviewed the current triage process 
As a result of the that review, the mage policy 
was revised so that the triage registered nurse 
notifies medical provider if the oatient is 

Immediate AcUons: 
; The ED Nurse Manager designated a nurse 

educator to vrovide reinforced education of EL 

experiencing pain 2 7110 and fbllovn physicias 
order to 1n:tiate pain medication for pain relief 
regardless of triage acuity level.Thc ED nurse 
manager provided in-service on the revised , 
triase ooiicv S114. (Attachment PI. 
T ~ ~ E D  nuke manser provided ebucation to a 
ED RNs on the requirement lo notify physician 
of all patients waiting to be seen that are 
experiencing pain, which requires intervention! 
based on the pain poiicy (Attachment H). 

Permanent AcUons: 
The monitoring process described below will be use 
to assure the continuing effectiveness of these 
corrective adlons. The ED nurse manager, will 
address deficiencies with responsible personnel. 
Monitorins: - 

The ED nume manager or designee will reviev 
ten randomly seleded charts each week to 
assess for appropriateness of t r ia~e acuity scc 
based on the Ernemency Severity Index, time1 
reassessment bas& on-triage leiel and triage 
scores adjustment, if needed, and pain 
Intervention based on pain score. The ED Nur! 
Manager will address deficiencies with 
responsible individuals. Data from the weekly 
reviews will be presented to the ED 
Collaborative Committee. Data will also be 
presented to the QPlC monthly, which rrill 
evaluate it, ueate corrective actions as 
necessary, and report it to the Executive 
Committee and as appropriate. the Governing 
Body. Once audits demonstrate consistency, 
monitoring will be limited to 10 charts monthly. 
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Two hours later, at 0040 hours, Patient #6Ys vital 
signs were reassessed. The patient had a 
temperature of 102.4 degrees, heart rate 1 0 2  . 
respirations 20 and blood pressure was recorded 
as 118162. The patient continued to experience 
severe abdominal pain. No treatments were 
provided in the triage a r e a  
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At 0110 hours, the patient was transferred to the 
treatment area. The patient continued to have 
severe pain, recorded as 7MO. The patient 
received Tvlenol650 ma. and was ~ f a ~ e d  on 
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oxygen bybask. At 0220 hours,the patient was 
described to have decreased pain. At 0400 hours 
nursing documentation reveaied that the patient 
had no orders for care and was waiting for the 
physician assistant This was approximately 
three hours after she  was taken to the treatment 
area of the ED. 

Patient 869 was notevaluated by a physician until 
0530 hours The patient was described as having 
'fever and was in moderate to severe distress. 
The patient continued to experience severe pain 
and nausea The patient experienced severe pain 
throughout her ED stay. 

At  0950 hours, 11 hours after presenting to the 
ED, the patient was transferred to surgery 
services to undergo an exploratory laparotomy: ' 

I 
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3. The medical record for Patient #.f26 
documented the teenager presented to the 
emergency department (ED) at  2355 hours on 

PROVIDER'S PIAN OF MRREGTION 
(EACH CORRECWE ACTION SHOULD BE 

CROSSREFGt-NCEDTO MEAPPROPRlATE 
DEFICIENCY) 

' Cont'd 
The charge nurse on each sh'l will be 
responsibie for reviewing the people in 
the ED waiting room at least once per . 
shift to determine whether they are 
patientsmiting for service. Anyone 
without an identification band will be 
questioned as to their status and 
appropriately directed. 

o The nursing sh'k supervisor will randomi! 
verify that individual patients are entered 
into the central log. Any patient not 
entered into the ED central log shall be 
immediately entered into the central log. 
Reports of any variances will be recordel 
in the Daily Nursing Repoh 

A multidisciplinary team of ED physicians and 
€0 nurses reviewed the current triage proces! 
As a result of the rev:ew, tho tiiaging process 
was redesigned to provide for a timelie;- 
medical screening exam and treatment This 
process includes the following: 

o The triage nurse and registration 
derk are co-located so that the 
triaglng process and the registfatior 
process can occur simultaneously. 

0 The physidan will be available to th 
triaoino area to Deform i m m ~ ~ = + ~  - - -  -".".- 
medical screenihg examinations fol 
patients who are identified as a lev6 
3. Upon wmpletion of the medical . . 
screening examination, based on thi 
patient's clinical presentation, tests 
and heabnents (including pa'" ... 
management)\Gll be ordered and 
carried out 

nn 
ZJMPMON 

DATE 

I 
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Continued From page 11 
2/12/07 with right abdominal pain. He was triaged 
by the nurse and determined to have pain of 10 
on a 1-10 scale (10110). His oxygen saturation 
level was 1 OD%, his pulse 95 respirations were 18 
md his blood pressure was 113169. At 0040 
hours the nurse documented the patient was 
complaining of difficulty breathing. The nurse 
documented he had wheezing in his lungs, his 
respiratory rate was 22, blood pressure was . 
135170, oxygen saturation was 97% and that he 
was anxious and restless. There was no 
documentation about why he was left in the lobby 
of the ED. No pain medication or other pain 
relieving intenrentions were provided. There was 
no re-assessment of the patient until he was 
taken to atreatment area five hours later. At 
0530 hours on 2/13/07 his pain was 8/10. At 
0645 hours laboratory tests and pain medication 
were ordered for Patient G26. The pain 
medication was administered at 0840 hours; 
approximately 8 and 112 hours after he presented 
to the ED. The laboratory test results were not 
avallable until 2100 hours. This was 
approximately 14 hours afler they were ordered 
and 19 hours after Patiente6 came to the .ED. 
There was no documented evidence the nursing 
or medical staff were following-up to ensure the 
laboratory.test results were obtained. During 
interviews on 611107 medical staff stated this 
patient "fell through the cracks." 

( ~ 1 )  PROVIDEWSUP?UEWCLIA 
IOENTlFlCAllON NUMBER: 

4. a. The medical record for pediatric Patient 836 
showed she presented to the emergency 
denarbnent at 1030 hours on 3/20/07 for 
vokiting, lethargy, cough and congestion. She 
had a histow of a ventriculoperitoneal shunt for 
hydrocephahs and began to feel bad after a visit 
to the dentist. Documentation shows the 
presence of a shunt malformation andfor infectior 

I STREET ADDRESS, CITY, STATE. ZIP CODE 
12021 S WlLMlNGTON AVE. 

I 
ID 

PREFIX 
TAG 

A 40E 

The lnterim Medlcal Director notifled all 
department chiefs that all Emergency Oepartmcn 
consults must be completed within one hour of I 
request (Attachments). I 
Permanent Actions: 
The monitoring process desoibed below vdll be use 
to assure the continuing effectiveness of these 
corrective actions. The chair ofthe relevant 
department will address with responsible personnel 
deficiencies. 

Monitoring: 
Utilization Review nurses will review ten randomly 
selected open medical records in the ED to validate 
that consults were performed by a physician, thatth 
is a consulting physician's note and that the 
consuitation was timew. The Chair of the relevant 
depahent will be notified ofdiscrepancies for 
immediate wrredive action. 

LOS ANGELES. CA 90059 
PROVIOWS PLANOF CORRECTION (4 

(EACH WRREClWEACTlON SHOUU) BE CWLEFIDN 
CROSSREFERENCED TO THE APPROPRIAE DATE 

406-A DEFlc!mcy) 

Immediate Actlons: 
i . The Interim Chief Medical Officer notfied all 7/3/07 

pediatric and pediatric urgent care physicians t at 
they must follow the 'Neurosurgical Patients at , 
MU(-Harbor HospitaP lransfer process for any 
pediatric patient presenting in the Pediatric 
Urgent Care with a potential neumsurgical 
emergency (Attachment I). . The Interim Chief Medical Oficer ordered all ML K 6118/07 
Department Chiefs to discontinue the practice o' 
using Physicians Assiitants for wnsultations in 
the ED. All ED consultations will be performed ay 
an attending physician (Attachment X). . The ED Nurse Manager provided a letter 6/19/07 
ins t~ding all ED RNs regarding Physicians 
Assistants cannot provide consults. 

(Attachment J) 
The Interim Chief Medical Oficer instructed all 7/9/07 
Department Chiefs to ensure that all attending 
physicians areamre of the need lo document 
their wnsullations. (Attachment S) 
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Continued From page 1'1 
2/12/07 with right abdominal pain. He was triaget 
by the nurse and determined to have pain of 10 
on a 1-10 scale (10110). His oxygen saturation 
level was loo%, his pulse 95 respirations were IE 
and his blood pressure was 113169. At 0040 
hours the nurse documented the patient was 
complaining of difficulty breathing. The nurse 
documented he had wheezing in his lungs, his 
respiratory rate was 22, blood pressure was 
135/70, oxygen saturation was 97% and that he 
was anxious and restless. Tfiere was no 
documentation about why he was left in the lobby 
of the ED. No pain medication or other pain 
relieving interventions were provided. There was 
no re-assessment of the patient until he  was 
taken to a treatment area five hours later. At 
0530 hours on 2113107 his pain was 8MO. At 
0645 hours laboratory tests and pain medication 
were ordered for Patient #26. The pain 
medication was administered at 0840 hours; 
approximately 8 and 112 hours after he presented 
to the ED. The laboratory test results were not 
available until 2100 hours. This was 
approximately 14 hours after they were ordered 
and 19 hours afier Patient %26 came to the ED. 
There was no documented evidence the nursing 
or medical staff were following-up to ensure the 
laboratory.test results were obtained. During 
interviews on 611107 medical staff stated this 
patient "fell through the cracks-" 

w) MULTIPLE MNSTRVC~ON . 
A BUILDING 

TATEMENTOF DEFICIENCIES 
ND PUWOF CORRECTION 

B. WING 

4. a The medical record for pediatric Patient #36 
showed she  presented to the emergency 
department at 1030 hours on 3120107 for 
vomiting, lethargy, cough and congestion. She 
had a history of a ventriculoperitoneal shunt for 
hydrocephalus and began to feel bad after a visit 
to the dentist. Documentation shows the 
presence of a shunt malformation andlor infection 

(XI) PROVIDWSUPPUEWCUA 
IOENllRCATION NUMBER 

CI 

06/07/2007 
NAMEOF PROVIDER OR SUPPUER 

PROVIDERS PlAN OF CORRECTION 
(EACH COiiREmVE ACTlON SHOULD BE 

CXOSS-REFEENCEDTOTHE APPROPRIATE 
omcmucn 

SIREET AOORESS. CTTY. STATE, aP CODE 
12021 S WlLnnlNGTON AVE 

- 
I 

A rnlnlmum or 10 patients, or. n tewer, 100% 
pediatric patients presenting to the Pediatric 
Urgent qare with a neurosurgery diagnosis will 
reviewed bv the Chairman of Pediatricsfor 
complian& Deficiencies will be  addressed by t e 
Chairman of PediaMcs and referred lo the 
Medicine Performance improvement Commbee s 
appropriate, and lo the Phys~cian Perlcrmance b 
Improvement Committee fbr correclive actions, i( 
necessary. As appropriate actions will be report d 
to the Executive Cornminee and Governing Bod . f 

Responsible Person: 
ED Medical Director 
Chief Medical Officer 

Additional issues will be addressed in tag 407) I 
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was being ruled ou t  A &urology consult was 
ordered. At 1230 the physician's assistant (PA) 
saw the patient to perform the neurology 
consultation. There was nb documented 
evidence a neurologist saw the patient; however, 
the PA documented the recommended plan, In 
consultation wiUl the:neurologikt, would be 
evaluation and management by a neurosurgeon 
on an urgeqt basis to assess the functioning of 
the shunt. Since neurosurgeons were not 
available at  the hospital the PA recommended 
transfer to another hospital. The child was In the 
emergency department until 2200 hours but there 
was no documented evidence a neurosurgeon 
was contacted or that efforts were made to 
transfer the patient to a hospital with this service 
available. The patient was discharged to the 

4.6. At 1215 hours on 3/20/07 mdiological tests 
of Patient #36's shunt was ordered. 
Documentation shows the patient went to x-ray at 
1325 hours but the tests were not performed 
because the radiology deparhnent did not know 
what to do. At 1415 hours the patient was again 
sent to the radiology department for the tests. 
The test results were not available for diagnosis 
andlor treatment until 1700 hours; 6 and I12 
hours after Patient #36 presented to the ED. 

5. The medical record for Patient#5 documented 
h e  presented to the ED at 1139 hours on 5/11/07 
with left fiank pain. He was not seen by a triage 
nurse until three hours later to determine the 
severityof his symptoms. At 1448 hours, the 
.triage nurse documented his pain was 8/10. At 
1730 hours the nurse documented the first full 
assessment of the patient. The patient was 
evaluated by a physician's assistant There was 

I STREET ADDRESS. CTTY. STATE, ZIP CODE 
12rm S W I N G T O N  AVE 

I LOS ANGELES. CA 90059 
1 

I0 
PRERX 
TAG 

- 

Starting July 1,2007. Utiluatim ReviewStafwil 
review at least 15% of patients weekly to track a 
trend data from arrival to triage and arrival t 
medical screening exam. Time of arrival to time 
discharge is track+electronicaUy through the 
AfiiniQ Systemfoi all patienb and trended week 
The information goes to the Emergency 
Department Collaborative Committee for 
evaluation. The reports will go to both the ED 
Committee and the QualitvlPerformance 
Improvement Committee ~QPIC), which will repo 
this to the Executive Committee or Quality Coun 
respedively, and then to the Governing Body. 

Positions Responsible: 
ED Medical Director 
ED Nurse Manager .. 
Immediate Actions: . The Chief Medical ORimr notified the ED Medirj 

Directorthat physician assislanlsshail not ionge 
perform medical screening examinations 
fAltachment BI. The ED Medical Director inforn .~ ~ -~ ~~ 

each phy>dai assistant by email that they may 
longer perform mediwl screening cwrninafjons 
(Attachment C). 

Permanent Actions: 
The monitoring process described below will be used 
assure the continuing effectiveness of these wmctiv 
actions. 
Monitoring: . UR Nurse review ten randomly selected charts 

weekly to assess documentation that medical 
screening examination was performed by a 
physician. Deficiencieswill be ieported to the U1 

ED Collaborative Committee and to the Physicia 
Performance Improvement Committee for 
corrective actions if necessaly. As appropriate 
actions will be reporled to the Executive 
Committee and Governing Body. 

Posltion Responsible: 
ED Medical Director 
ED Nurse Manager 

(Additional issues for this patient are addressed unde 

Fadlily m: C A T 3 5  !f continuation sheet Page 73 of 32 
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6. The rn@,cal record for Patient #6 identified 
that he  came to the ED at 1812 hours on 5/11/07 
for a 'surgical consult for (his) umbilical hernia.' 
He was triaged at 1845 and complained of 5/10 
wain. When he was called to the treatment area 

A 406 

I iour hours later h e  did not answer. At 0100 the 
nurse documented the Patient #63eft without 

(X3) DATE SUREf 
COMPLETED 

C 
06/07/2W7 

Continued From page 1' 
no documented evidence a physician saw Patient 
#5. Pain medication was not administered to 
Patient #5 until 2100 hours, 9 and 112 hours after 
he presented to the ER. Nb further treatment 
was provided to Patient 85 and it was 
documented that h e  eloped from the ED at 0000 
hours on 5/12/07. 

being seen. No rnedii l  screening examination 
had been performed to determine if the Patient 
#66ad a medical emergency condition. 

MULTIPE CoNsTRUCilON 

A BUILDING 

R WING 

STATEMENTOF DERCiENCIES 
AND PLAN OFCORRECnON 

7. The medical record for PatientW showed she 
presented to the ED at 2045 hours on 5/11/07 for 
"spotting" during her pregnancy. She  stated she 
was 2 months pregnant At 2140 hours she was 
triaged and a pregnancy test was documented a: 
positive. When the patient was called to the 
treatment area 2 hours later. she  had left without 
being seen to determine if an emergency 
condition existed.. She returned tothe ED at 
1306 hours on 5/14/07 with a complaint of vaginc 
bleeding for three days. She  had 8/10 pain when 
triaged by the nurse at 1315. There was no 
documented evidence the ED nurse evahated 
how much me patient was bleeding. She  was no 
taken to the treatment area until four hours later 
at 1730 hours. No pain medi~a t i~n l in te~en t i~n  
was given. Her medical screening exam was 
conducted by a physician's assistant. She 
passed the products of conception while having 
an ultrasound done and was discharged by a 

(XI) PROY1DEWSUPPUEWCIlA 
DPmFlCATlON NUMBER 

0 5 M B  

I &ESAODRESS, W'Y, STA'EZP CODE 
lZDZl S WlLMlWGTON AVE 
LOS ANGELES, CA 90059 

m 
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P R O V I ~  PM OF CDRRECT~ON 
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CROSS-REFERENCE0 TO M E  APPROPRIATE 
MLlCIENCY) 

406.6 Patient 6 . - . . . -. . - . . . - 
Immediate Adion: 

A muitidiscipIiia&te of ED physicians 
and ED nurses reviewed the current triage ' 
process. As a result of the that review, l i e  
triage policy was revised so that the triage 
registered nurse notifies medical provider if 
the patient is experiencing pain 2 7/10 and 
foliows.physicians order to initiate pain 
medication for pain relief regardless of 
triage acuity level (Attachment P). . The ED nurse manager provided in-service 
on the revised triage policyW14 
(Atlachment 01. . 6 e  ED nurse manner orovided education to -- . ~ ~ .  
a11 ED RNS on th&equlremerit to notify 
physicians of all patients waiting to be seen 
that are eweriendng pain which requires 
interventions based on the pain policy. 

Permanent Actions: 
The monitoring process described below will be 
used to assure the continuing effectiveness of 
these corrective adions. The ED nurse 
manager, will address deficiencies with 
responsible personnel. 

Monitoring: . The ED nursk manager or designeewill 
review ten randomly selected charts each 
week to assess for appropriateness of 
triage acuity swre based on the Emergency 
Severity Index, timely reassessment based 
on triage level and their scores adjusted 
accordingly, and pain intervention based on 
pain score. The ED Nurse Manager will 
address deficiencies with responsible 
individuals. Data from the weekly reviews 
will be presented to the ED Coliaborar~e 
Committee. Data will also be presented to 
the QPlC monthly. which will evaluate it, 
create corrective actions as necessary. and 
re~ort  it to the Qualitv Council and 
&ecutive commitiei and as apprcpriate. 
the Governing Body. Once audls 
demonstrate consistency, rnon~loring will be 

If continuation she6 
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lo documented evidence a physician saw Patient 
$5. Pain medication was not administered to 
'atient #5 until 2100 hours, 9 and 112 hours after 
,e presented to the ER. N6further treatment 
was provided to Patient J15 and it was 
jocumented that he eloped from the ED at 0000 
lours on 5112107. ! 

NI\ME OF PROVIDER OR SUPPLIER 

MULIlPLE CONSlRUCTION 

A BUILDING 

5. WING 

S T A ~ O F  DEFICIEN~IES 
AND PLANOF CORRECTION 

5. The med[cal record for Patient #6 identified 
hat h e  came to the ED at 1812 hours on 5M1107 
'or a "surgical consult for (his) umbilical hernia' 
i e  was triaged at 1845 and mmplained of 5/10 
~a in .  When he was called to the treatment area 

m) PROV~DEW~UPPL~EWCUA 
lDENnFiCATlON NUMBER 

050578 

iour hours later he did not answer. At 0100 the 
wrse documented the Patient #63eftwithout 
~ e i n g  seen. No rnedicd screening examination 
l ad  been performed to determine if the Patient 
H6ad a medical emergency condition. 

7. The medical record for Patient#7 showed she 
presented to the ED at 2045 hours on 5111/07 for 
'spotting" during her pregnancy. She  stated she 
was 2 months pregnant. At 2140 hours she  was 
triaged and a pregnancy test was documented as 
positive. When the patient was called to the 
treatment area2 hours later, she had left without 
being seen to determine if an emergency 
condition existed.. She returned to the ED at 
1306 hours on 5/14/07 with a complaint of vaginal 
bleeding for three days. She had 8/10 pain when 
triaged by the nurse at 1315. There was no 
documented evidence the ED nurse evaluated 
how much the patient was bleeding. She was not 
taken to the treabnent area until four hours later 
at 1730 hours. No pain medicafion/intervention 
was given. Her medical screening exam was 
conducted by a physician's assistant She 
passed the products of conception while having 
an ultrasound done and was discharged by a 

ID 
PREFIX . TAG 

5 ANGELES, CA SODS9 

PROVIDER'S PLAN OF M R R E ~ O N  
(EACH CORRECTWE ACTION SHOUU) BE 

CROSsRmRENCElYTOTHEAPPROPRIATE 
OmcIENcq 

The charge nurse on each shii wili be 
responsible for r~viewing the people in the 
waiting room ahead once per shi i  to 
determine whether they are 
service. Anyone without an 
will be questioned as to their status and 
approphateiy direded. I 
The nursing shiRsupewis0rwil~ randomly ve lfy 
that individual natients are entered into the i' -. -. . . . . . - - -. r--.-- -- ~ 

central log. Any patient not entered into the D 
cfntral log shall be immcdlately entered into 
the cenlral log. Repork of any variancesvril f 
be recorded ii the Dally Nursing Report. I 

mediate Actions: 
A multidisciplinary team of ED physicians and ED 611 8/07 
nurses reviewed the current triage process. As a 
result of the review, the triaging process was re- 
designed to provide for a timeliermedlcal screenir g 
exam and treatment This processincludes the 
following: (Attachment P): 
Z The triage nurse and registration derk are w- 

located so that the triaglng process and the' 
registration process can omrsimultaneousl I. 

> The physician will be available to the triaging 
area to perform immediate medical sue en in^ 
examinations for patients who are identified zs 
a level 3. Upon completion of the medical 
screening examination, based on the patien?; 
clinical presentation, tests and treatments 
(including pain management) will be ordered 
and carried out 

> Patients who are identified as a Level 1 and :: 
at the f i e  of triage will be brought back to thz 
emergency treatment area. At the time of 
arrival, the ED charge nurse will notify the 
physician of the patient's arrival by placing th? 
patient's pseudo name on the white board 
along with the patient's priority number. The 
physician wili acknowledge the patient by 
initialing the white board and will perform the 
medical screening examination as soon as 
possible. If the patient's condilion is criBcal, t'le 
RN will verbally notify the physician. 
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TAG REGUIATORY OR LSC I O M M N G  INFORMATION) 

NRMEOF PROVIDER OR SUPPLIER 

I 8. Patient #2 came to the ED of the hospital on 
4/30/07 at  appmxlmately 1207 hours. When I triaged a t  l2SO h o w  she  identified she  had 
sharp pain of 10 on a 1-10 scale. No pain 
intervention were initiated in the triage area The 
patient was taken to the treatment area five hours 

1 later a t  1815 and r e c e ~ e d  pain medication one 
hour later. Approximately 20 hours after she  

1 Dresented to the ED, a t  0830 hours on 5/1/07, a 

A 406 

general surgery consultation was provided to 
evaluate the acute abdominal paln for Patient #2. 
The closed medical record for Patient #2 revealec 

Continued From page 14 . 
physician at 2235 hours after having had a 
miscarriage. 

"Dr."at bedside. However, review of the record 
revealed that the general surgery consultation 
had been provided by a Physician Assistant 
(PA-C). There was no documentation to reveal 
that provision of emergency consultations by a 
PA-C was approved and consistent with the rules 
and regulations, the medical staff bylaws of the 
hospital, and the credentialing process of a 
mid-level practitioner. The patient was admitted 
to the hospital and had surgery for an exploratory 
laparotomy ventral hernia repair. 

9. Patient #23 came to the emergency 
department on 4/30/07 at approximately 1000 
hours for the evaluation of a known ectopic 
pregnancy. At 1800 hours an nursing interval 
note indicated that the emergency department 
was unable to admit Patient #23 to the hospital 
"due to short staff: There was no nursing or 
physician documentation to indicate intervention 
to evaluate the appropriate provision of care for 
Patient #23. The patient was admitted to an 
in-patient bed a t  2100 hours. 

STREET ADDRESS. CRY, STATE, ZIP WOE 
12021 S WlLMlNGTON AVE 
LOS ANGELES, CA 90059 

ID PROVIDERS PVW OF CORRECTION rXn 
(EACH CORRECTWE ACTION SHOULD BE 

TAG CROSSRGERENCED TOTHE APPROPRIATE 
DEFICIENCY) 

Immediate Actions: 
The ED nurse manager designated a nurse educat 6/18/07 
to provide reinforced education of ED policy.#114 t 
ensure that patients are appropriately triaged and 
assigned a triage acuity level based on the Emerge cy 
Severity Index. (attachment 0 )  I 
The nurse educator provided this supplemental 
training. 

I Permanent Actions: 
Use of the monitoring below will assure that the . 
deficiency remains corrected. The ED Nurse Manag L r 

I wili provide remedial training where a pattern of 
deficient practices are determined. 

( . . . _. . . _- . . . . =_ 
The ED nurse manager or designee vliii revievl ten 
randomly selected charts each week to essess for 

to the QPIC monthly, which will evaluate it, create 
corrective actions as necessary, and report it to the 
Quality Council and Executive Committee and as 
appropriate, the Governing Body. I 
Responsible Positions: 
Chief Nursing Officer 
ED Nurse Manager 

lmmedlate Actions: 
The lnterim Chief Medical Officer directed the chair of 6/18/07 
the Deeartment of Medicine. Women's and Chief I 
I ~ealth'and Surgery that physician assistant will no 
longer be conducting medical consultations In the E 
(Attachment BE). 

The Interim Medical Director not:fied all department 7/9/07 
chiefs that ail Emergency Department consulls mus 
be wm~lcted within one hour of request. (Attachm 1 nt 
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physician at 2235 hours after having had a 
nismage. 

9. Patient #2 came to the ED of the hospital on 
4130107 at approximately 1207 hours. When 
triaged at.1250 hours s h e  identified she  had 
sharp pain of 1 0  on a 1-10 scale. No pain 
intervention were initiated in the triage area The 
patient was taken to the treatment area fnre hours 
later a t  1815 and received pain medication one 
hour later. Approximately 20 hours after she  . 
presented to the ED, at 0830 hours on 5/1/07. a 
general surgery consultation was provided to 
evaluate the acute abdominal pain for Patient #2. 
The closed medical record for Patient #Z revealec 
"Dr.'at bedside. However, review of the record 
revealed that the general surgery consultation 
had been provided by a Ph$zician Assistant 
(PAC). There was no documentation to reveal 
that provision of emergency consultations by a 
P A C  was approved and consistent with the N ~ S  
and regulations, the medical staff bylaws of the 
hospital, and the credentialing process of a 
mld-level practitioner. The patient was admitted 
to the hospital and had surgery for an exploratory 
laparotomy ventral hernia repair. 

3. Patient #23 came to the emergency 
iepartment on 4/30/07 at approximately 1000 
lours for the evaluation of a known ectopic 
mgnancy. At 1800 hours an  nursing interval 
iote indicated that the emergency depariment 
Mas unable to admit Patient #23 to the hospital 
Wue to short staff". There was no nursing or 
2hysician documentation to indicate intervention 
to evaluate the appropriate provision of care for 
Patient #23. The patient was admitted to an 
in-patient bed a t  2100 hours. 

L 
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- 
se of the monitoring below will assure that the 

1 

onitoring: 
R nurses will review ten randomly selected 
edical records daily to assess documentation of ' 

onsultations by attending staff only, and the 
imeiiness with which consultations were provided. 
eficiencies will be reported to the appropriate 
epartment Chair and the Executive Committee 
nd as appropriate the Governing Body. e 
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hief Medical Officer 
i Director 

PROVIDERS PLAN OF CORRECflON 
[EACH CORRECTWE ACllONSHOULD BE 

CROSSGEFERENCED TO M E  APPROPRIATE 
DEFICIENCY) 

multidisciplinary team of ED physicians and ED 
current triase process. PC a -"  

L u ~ t i f  that review. the triase Dali& was .-"" 
o that the triage rc&tered&& nbtifies mcdiwl 
rovider if the patient is experiencing pain greater 

follows physicians order to initiate 
medication for pain relief. 

oiicy. 

errnanent Action: 
he monitoring process described below will be 

' 

sed to assure the continuing effectiveness of 
hese corrective actions. The ED Nurse Manager 
iii address with responsible personnel 
eficiencies. E 

Xonitoring: 
JR nurses will review 15% randomly selected 
nedical records weekly to assess documentation of 
>sin administration and its results. Deficiencies will 
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physician a t  2235 hours after having had a 
miscaniage. 
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8. Patient #2 came to the ED of the hospital on 
4130107 at approximately 1207 hours. When 
triaged at 1%0 hours she  identifled she  had 
sharp pain of 10 on a 1-10 scale. No pain 
intervention were initiated in the triage area The 
patient was taken to the treatment area f ~ e  hours 
later at 1815 and received pain medication one 
hour later. Approximately 20 hours after she  . 
presented to the ED, at 0830 hours on 5Ml07, a 
general surgery consultation was provided to 
evaluate the acute abdominal pain for Patient 
The closed medical record for Patient #2 revealed 
"Dr."at bedside. However, review of the record 
revealed that the general surgery consultation 
had been provided by a Physician Assistant 
(PA-C). There was no documentation to reveal 
that provision of emergency consultations by a 
PA-C was approved and consistent with the rules 
and regulations, the medical staff bylaws of the 
hospital, and the credentialing process of a 
mid-level practitioner. The patient was admitted 
to the hospital and had surgery for an exploratory 
laparotomyventral hernia repair. 

STR- ADDRESS, CW. STATE ne WDE 
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LO 

9. Patient #23 came to the emergency 
department on 4130107 at  approximately 1000 
hours for the evaluation of a known ectopic . 
preanancy. At 1800 hours an nursing interval 
n o 6  indicked that he emergency department 
was unable to admit Patient #23 to the hosp-la! 
"due to short staff. There was no nursing or 
physician documentation to indicate intervention 
to evduate the appropriate provision of care. for 
Patient #23. The patient was admitted to an 
in-patient bed a t  2100 hours. 

Event lO3TE8l1 F 

port it to the Quality Council and Executive 
xnmiilee an3 as appropriate, the Governing 
~dy. Once audits demonstrate consistency, 
oiitoring will be limited to'ten charts monthly. 

2sponsible Positions: 
lief Nursing Officer 
3 Nurse Manager 
1 Director 

mediate Actions: 
mullidisciplinary team of ED physicians and ED 
urses reviewed the current triage process. As a 
sult of the review, the triaging process was re- 
signed to provide for a timelier medical exam anti 
zatment. This process includes !he following: 
,ttachment PI 

s ANGELES, CA 9 0 0 s  
PROVIDERS PIANOF CORRECTION 65) 

(EACH CORRECTiVE ACTION SHOULD BE COM?MON 
CROSSREFERENCEDTOTHE APPROPRIATE OAT€ 

D r n C l E N W  

The friaae nurse and realstration clerk are co- 
~ ~ ~~ 

located so that the triag?ng process and the 
registration process can occur simultaneously. 
 he ~hvsician will be available to the triaging a 
to p&&m immediate medical screening 
examinations for patients who are identified as 
Level 3. Upon completion of the medical 
screening examination, based on the patient's 
clinical presentation. tests and treatments 
(including pain management (will be ordered a 
carried out.. 
Patients that are identified as a level 1 and 2 a 
the time of trlage will be brought back lo the 
emergency treatment area. At the time of arriv 

FS ners&nel will use the central loo to track and .-r-................- ~ ~~ 

end wait times from triage to medical screening 
tamination and ED length of stay. Data will be 
~sented to the ED Collaborative Commitlce. Avel 
ail times from triage to medical screening 
<amination and length of stay that exceed 
rpectations will prompt triage process review: 
iditionai changes may be instituted. The data will 
so be presented to the QPIC monthly which vtiil 
~aluate it, create corrective actions as necessary. 
!port it to the Quality Council and Executive 
ommittee and as appropriate to the Governing BO 
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Continued From page 14 . 
physician at 2235 hours after having had a 
miscarriage. 

8. Patient #2 came to the ED of the hospital on 
4130107 at approximately 1207 hours. When 
triaged at 1230 hours s h e  identified she  had 
sharp pain of 10 on a 1-10 scale. No pain 
intervention were initiated in the triage area The 
patient was taken to $e treatment area five hours 
later at 1815 and received pain medication one 
hour later. Approximately 20 hours afIer she  . 
presented to the ED, at 0830 hours on 5/1/07. a 
general surgery consultation was provided to 
evaluate the acute abdominal pain for Patient #. 
The closed medical record for Patient #2 revealed 
"Dr."at bedside. However, review of the record 
revealed that the general surgery consultation 
had been provided by a Physician Assistant 
(PA-C). There was no documentation to reveal 
that provision of emergency consuitations by a 
PA-C was approved and consistent with the rules 
and regulations, the medical staff bylaws of the 
hospital, and the credentialing process of a 
mid-level practitioner. The patient was admitted 
to the hospital and had surgery for an exploratory 
laparotomy ventral hernia repair. 

9. Patient #23 came to the  emergency 
department on 4/30/07 at approximately I000 
hours for the evaluation of a known ectopic 
pregnancy. At 1800 hours an nursing interval 
note indicated that the emergency department 
was unable to admit Patient #23 to the hospital 
"due to short staff". There was no nursing or 
physician documentation to indicate intenrention 
to evaluate the appropriate provision of care for 
Patient #23. The patient was admitted to an 
in-patient bed at 2100 hours. 
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I 

UR nurses will review 15% of randomly selected 
A 406 t medical records weekly to tra& the time from t"ag 

medical screening examination. Data from these d; 
reviews will be presented to ED Collaborative and 
process will be re-evaluated as a result of this revi~ 
Data will also be presented to the QPlC monthly. 
which will evaluate It, create corrective actions as 
necessary, and report it to the Qualiiy Council and 
Executive Committee and as appropriate. the 
Governing Body. 

I Permanent Actions: 
The monitoring described above will be used to as: 
that the corrective actions remain effective. 
Deficiencies found during monitoring will be addre! 
by the position designated in the monitoring plan. 
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physician at2235 hours after having had a 
miscarriage. 

13. Patient #2 came tothe ED of the hospital on 
4130107 at approximately 1207 hours. W e n  
lriaged at 1250 hours she identified she had 
sharp pain of 10 on xl-10 scale. No pain 
intervention were initiated in the triage area The 
patient w q  F e n  to the treatment area fwe hours 
later at 1815 and recefved pain medication one 
hour later. Appraximately 20 hours after she . 
presented to the ED, at 0830 hours on 511107, a 
general surgery consultation was provided to 
evaluate the acute abdominal pain for Patient #2 
The closed medical record for Patient #2 revealec 
"Dr."at bedside. However, review of the record 
revealed that the general surgery consultation 
had been provided by a Physician Assistant 
(PA-C). There was no documentation to reveal 
that provision of emergency consultations by a 
PA-C was approved aid consistent with the rules 
and regulations, the rnedlcal staff bylaws of the 
hospital, and the credentialing process of a 
mid-level practitioner. The patient was admitted 
to the hospital and had surgery for an exploratory 
laparotorny ventral hernia repair. 

9. Patient #23 came to the emergency 
department on 4/30/07 at approximately 1000 
hours for the evaluation of a known ectopic 
pregnancy. At 1800 hours an nursing interval 
note indicated that the emergency department 
was unable to admit Patient #Z3 to the hospital 
"due to short staff: There was no nursing or 
physician documentation to indicate intervention 
to evaluate the appropriate provision of care for 
Patient #23. The patient was admitted to an 
in-patient bed at 2100 hours. 

I STR& A D O R E S  CrPI, STATE, ZIP CODE ' 
12021 S WDJKINGTON AVE 
LOS ANGElES. CA 90059 

Immediate Actloris: 
The ED nurse manager designated a nurse educa 
to provide reinforced education of ED poiicy#114 
ensure that patients are appropriately triaged and 
assigned a triage acuity level based on the 
Emergency Severity Index. 

Monitoring: 
The ED nurse manager or designee will review ter 
randomly selected charts each week to assess for 
appropriateness of triage acuity score based on th 
Emergency Severity Index, timely reassessment 
based on triage levei and their scores adjusted 
accordingly, and pain intenrention based on pain. 
Deficiencies will be addressed by the ED nurse 
manager. Data from the weekly reviews will be 
oresented to the ED Collaborative Committee. Oat 

FORM CMS2567(02-99) PrcvlousVerJDnsObsofoto . Event ll):7lE8!1 Facrmym: cnwwowu 

w~l l  also be presented to the Performance 1' imoravement ' Committee QPIC monthlv. which will 

I 
....r.......... ~ -~ . ~ ~~~ 

evaluate it, create corrective actions aynecessary 
and report it to the Quality Council and Executive 
Commiltee and as appropriate, the Governing Boc 
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physician at 2235 hours after having had a 
miscarriage. 
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B. Patient #2 came to the ED of the hospital on 
4/30/07 at approximately 1207 hours. When 
triaged at 1250 hours she identified she had 
sharp pain of 10 on 81-10 scale. No pain 
intervention were initiated in the triage area The 
patient was .pen to the treatment area five houn 
later at 1815 and rece'nred pain medication one 
hour later. Approximately 20 hours after she 
presented to the ED, at 0830 hours on 511107, a 
general surgery consuitation was provided to 
evaluate the acute abdominal pain for Patient #2 
The ciosed medical record for Patient 82 reveale 
"Dr."at bedside. However, review of the record 
revealed that the general surgery consultation 
had been provided by a Physician Assistant 
(PA-C). There was no documentation to reveal 
that provision of emergency consultations by a 
PA-C was approved and consistent with the ruler 
and regulations, the medical staff bylaws of the 
hospital, and the credentialing process of a 
mid-level practitioner. The patient was admitted 
to the hospital and had surgery for an exploratoq 
laparotomy ventral hernia repair. 

9. Patient #23 came to the emergency 
department on 4130107 at approximately 1000. 

(XI) PROVIOEWSUPPUEWCUA 
IOEM7RW(TDN NUMBER 

hours for the evaluation of a known ectopic 
oreonancv. At 'I800 hours an nursina interval 

(X2) MvLnPLE CONSiRUCTlON 

A BUILDiNG 

hot; indiched that the emergency deparhnent 
was unable to admit Patient #23 to the hospital 
"due to short staff. There was no nursing or 
physician documentation to indicate intervention 
to evaluate the appropriate provision of care for 
Patient #23. The patient was admitted to an 
impatient bed at 2100 hours. 
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OEFlClENcn 

A 406 
'emanent Actions: 
The monitoring described apove will be used to ass 
hat the corrective actions remaln effective. 
Jeficiencies fund during monitoring will be addresst 
y the position designated in the monitoring plan. 
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10. Patient #3 came to the emergency 
iepartment of the hospital a t  approximately 2040 
hours on 4130107. Patient #3 stated that h e  was 
seeing aliens and devils. He was dropped off by 
nis family. At triage the nurse documented the 
patient had suicidal ideations with a plan to drink 
bleach. The nurse triaged the patient as a 
category3 (stable major illness) and left him in 
the lobby for over one hour before taking him 
back to the treatment a r e a  Patient #3 was 
evaluated by the emergency department 
physician at 0500 hours on 5/1/07, a delay 01 
almost 7 hours. No psychiatric treatment or . 
consultation was provided. Approximately 6 
hours later, a t  1055 hours on 5/1/07, a n  
evaluation by a mental health professional was 
requested. The mental health evaluation was not 
completed until four hours later at 1500 hours; 17 
hours after he  presented to the ED: The mental ' 
health professional determined the Patient 
#26enied being suicidal at the time of the 
evaluation. Patient #3 was discharged home at  
2100 hours without receiving treatment. The' 
hospital thus failed to ensure that the provision of 
emergency sewices had been provided within 
tirneframes consistent with acceptable safety for 
psychiatric patients. 

11. a. Patients #66, #67, %8, f62.863, #64, &d 
#65 were evaluated on 5/30 or 5/31/07 at triage 
and sent to the Urgent Care area of the 
emergency department Each patient was 
examined and treated by a Physician Assistant, 
PA-C. When reviewed, each medical record 
revealed that the patients had been evaluated. 
treated and discharged from the Urgent Care of 
the hospital prior to the time of supervision or 
monitoring by the emergency deparlment 
physician. The facility failed to ensure that direct 

I 1ZlZ.l S WLMINGTONAVE 
LOS ANGELES. CA 90059 
I 

ID 
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PROYIDER'S PUN OF CORRECTION GSl 
(EACH WRRECTNE ACTION SHOULD BE M M T M O H  

CRDSSREFERENCEDTO THE APPROPRLATE DhiE 
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mmediate Actions: 
ihe ED nurse manager counseled the responsible 
turse for not following the triage policy. 

jeverity Index. 

Ylonitoring: 
The ED nurse manager or designee will review ten 
andomlv selected charts each week, assess for 

veekiy reviews will be presented to the ED 
:ollaborative Committee. Data will also be prcsentr d 
o the QPIC monthly, whlch will evaluate it, create 
:orredive actions as necessary, and report It to the 
2uality Council and Executive Committee and as 
appropriate, the Governing body. 

9 muitidlsciplinary team of ED physicians and ED 
wises reviewed the current triage process. As a re;ult 
,f the review, the triaging process was redesigned to 
xovide for a timelier medical screening exam and 
treatment. This process includes the following: 

The triage nurse and registration clerk are co- 
located so that the triaging process and the 
registration process can o m r  simultaneously. 

The physician will be available to the triaging araa 
to perform immediate medical screening 
examinations for patients who are identified as a 
Level 3. Upon completion of the medical 
screening examination, based on the patient's 
clinical presentation, tests and treatments 
(including paln management) will be ordered a i d  
carried out. 

Patients who are identified as a level and 2 at t 
time of triane will be bmuqht back to the . . 
emergencyUtreatment area. At the time of arriv 
the ED charge nurse will notify the physician 0 
the patient's arrival by placing the patient's 
pseudo name on the white board along wGth th 
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i Continued From page 15 
10. Patient#3 came to the emergency 
department of the h0sp.M at approximately 2040 
hours on 430107. Patient #3 stated that he was 
seeing aliens and devils. He was dropped off by 
his family. At piage the nurse documented the 

, patient had suicidal ideations with a plan to drink 
bleach. The nurse t?laged the patient as a 
category 3 (stable major illness) and left him in 
the lobby fbrbver one hour before taking him 
back to the treatment area. Patient #3 was 
evaluated by the emergency department 
physician at  0500 hours on 5/1/07, a delay 01 
almost 7 hours. No psychiatric treatment or 
consultation was provided. Approximately 6 
hours lateG at 1055 hours on 5/1/07, an 
evaluation by a mental health professional was 
requested. The mental health evaluation was not 
completed until four hours later at 1500 hours; 17 
hours after he  presented to the ED. The mental 
health professional determined the Patient 
e6enied being suicidal at the time of the 
evaluation. Patient #3 was discharged home at 
2100 hours without receiving trea6ent. The 
hospital thus failed to ensure that the provision of 
emergency seMces had been provided within 
timeframes consistent with acceptable safety for 

~~~~1 icknowl~dge t i e  patient by initlajing the white 
board and will perform the medical screening 

I examination as soon as possible. If the 
condition is critical, the RN will verbally I physician. 

.L. 

Monitoring: 
PFS personnel will use the central log to track and 
trend wait times from triage to medical screening 
examination and ED length of stay. Data will be 
aresented to the ED Collaborative Committee. Ave aae r . - - -  ~- ~ ~ 

wall tlmes from triage lo  medlcil screening 
examination and length of stay that exceed 
expcctatlons will prompt triage process review; I 

- 

I additional changes may be instifufed. The data will[ 
I also be  resented to tt;e QPIC monthly, which will I 

evaluate it, create corrective actions & necessary, and 
report i t  to the qua!ity Council and Executive 
committee and as appropriate to the Governing Bo I y. 
UR nurses will review ten randomly selected medi I 
records weekly to track the time from lriage to med cal 
screening examination. Data from these daily revie vs 
will be presented to the ED Collaborative Commitl e 
and the process will be re-evaluated as a result of his 
review. Data will also be presented to the QPIC 
monthly, which will evaluate it, create carrective 
actions as necessary, and report it to the Quality 
Council and Executive Committee and as appropri te, 
the Governing Body. i 
I Once audits demonstrate consistency, monitoring $ ill 

be limited to ten charts monthly. I I psychiatric patients. 

11. a. Patients 866. %7. WB, #62, %3.#64, and 
$65 were evaluated on 5/30 or 5/31/07 at  triage 
and sent to the Ument Care area of the 

I emergency d e p a G e n t  Each patient was 
examined and treated by a Physician Assistant, I 
PA-C. When reviewdeach medical record 
revealed that the patients had been evaluated, 
ireated and discharged from the Urgent Care of 
the hospital prior to the time of supeivision or 
monitoring by the emergency department 
physician. The facility failed to ensure that direct 

57(mm99) Pmviow Versions Obsolete .Event ID.7TEB11 

I Permanent Actions: I 
I The monitoring described above wlll be used to as 

Ihat the corrective actions remain effective. 

I 
~ 

Oetciencies found during monitoringvdill be addre ed 
by the position designated In the monitoring plan. t 
Positions Responsible: ED Medical Director and i D  
Nurse Manager 
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10. Patient #3 came to the emergency 
department of the hospital at approximately '2040 
hours on 4/30/07. Patient #3 stated that he was 
seeing aliens and devils. He was dropped off by 
his family. At triage the nurse documented the 
oatient had dcidal ideations with a olan to drink 
bleach. The nurse triaged the as a 
categoly 3 (stable major illness) and left him in 
the lobby f6r bver one hour before taking him 
back to the treatment area Patient #3 was 
evaluated by the emergency deparbnent 
physician at 0500 hours on 5/1/07, a delay of 
almost 7 hours. No psychiatric treatment or . 
consultation was provided. Approximately 6 
hours later, at 1055 hours on 5/1/07, an 
evaluation by a mental health professional was 
requested. The mental health evaluation was not 
completed until four hours later at 1500 hours; 17 
hours after he presented to the ED. The mental 
health professional determined the Patient 
#26er~ied being suicidal at the time of the 
evaluation. Patient #3 was discharged home at 
2100 hours without receiving treatment. The 
hospital thus failed to ensure that the provision of 
emergency s e ~ c e s  had been provided within 
timeframes consistent with acceptable safety for 
psychiatric patients. 

11. a Patients #66, f67,#68,862, #63, #64, and 
#65 were evaluated on 5/30 or 5/31/07 at triage 
and sent to the Urgent Care area of the 
emergency departhent Each patient was 
examined and treated by a Physician Assistant, 
PA-C. When reviewed, each medical record 
revealed that the patients had been evaluated, 
treated and discharged from the Urgent Care of 
the hospital prior to the time of supervision or 
monitoring by the emergency department 
physician. The facility failed to ensure that direct 

1 
ID 

PREFIX 
TAG 

PROWDEWS PLAN OFCORRECTION Ym 
(EACH CORRECTWE AmONSHOULD BE C3KPMON 

CROSS-REFERENCEDTO THE APPROTRiATE DATE 
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The Interim Chlef Medical Oficer notified the ED 
Medical Diredor.tha\physician assistants shall 
longer perform medical screening examinations 
(Attachment BB). The ED Medical Director info 
each physician assistant by e-mail that they ma no 
longer perform individual medical screening 
examinations (Attachment C). 1 

'emanent Actlons: 
me monlloring described belowwill be used to assu 
hat the effectiveness of the corrective actions is 
naintained. The Chief Medical Officer will address 
iefiuendes with the Medical Director of the ED and 
equire immediate r~medihtion. I 
Wonitoring: 
JR cvii l  review 15k of randomly selected charts' week I Y lo 
lssess documentation that meb id  screenlns 1 . .  
aamlnation was oerformed bv a ohvsician. kciencies 
~ i i  repked to ih; ED Co!lab&&e' J :omminedDepanment of Emergency Med:cine. QPI 
and Performance Improvement and when approprial the 
;overning Body. Once audits demonstrate consisten y, 
nonitoring will be limited to ten charts monthly. 1 
'Additional issues for thesepatienls are addressed in tab 
107). 

:ORM CMSZ67(02-99) PravicusVenionr Obsoleto . Even1 lD:7TE811 FamylD: CA06DD00035 If continuation sheet Page 16 of 3: 



DEPARTMENT OF HUVTH AND HUMAN SERVICES PRINIED: 06/221201 
FORM APPROVE 

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03E 

IACMTIN'LUTHER KING JR G M  HOSPITAL 

STA'IEMENTOF DEFICIENCIES 
AN0 PLAN OF CORRECTION 

050578 

1 12021 S WlLMlNGlDN AVE 

I ' LOS ANGELES. CA 90059 

(XI) PROVlDaVsUPPUER/UlA 
IDENllFlCATION NUMBER: 

NAME OF PROVLDER OR SUPPUER . I ADDRESS. cm, STATE. ~ I P  CODE 

8. WING 

-- 

A 406 continued From page 15 
10. Patient #3 came to the emergency 
department of the hospital at approximatelyi040 
hours on 4130107. Patient #3 stated that he was 
seeing aliens and devils. He was dropped off by 
his family. At piage the nurse documented the 

. patient had suicidal ideations with a plan to drink 
bleach. The nurse tiiaged the patient as a 
category3 (stable major illness) and left him in 
the lobby fbrbver one hour before taking him 
back to the treatment area. Patient H3 was 
evaluated by the emergency depai-bnent 
physician at 0500 hours on 5/1/07, a delay o? 
almost 7 hours. No psychiatric treatment or . 
consultation was provided. Approximately 6 
hours later, at 1055 hours on 5/1/07, an 
evaluation by a mental health professional was 
requested. The mental health evaluation was not 
completed until four hours later at 1500 hours; 17 
hours after he presented to the ED. The mental 
health professional determined the Patient 
#26enied being suicidal at the time of the 

CI 

06107120D7 

evaluation. ~afient #3 was discharged home at 
2100 hours without receiving tieahent. The 
hospital thus failed to ensure that the provision of 
emergency sewices had been provided within 
timeframes consistent with acceptable safety for 

(X2)MULTIPI.E WNSiRUCllON 

A BUllDlNG 

psychiatric patients. 

11. a Patients H66, %7,#68, H62, #63, #64, and 
#65 were evaluated on 5/30 or 5/31/07 at triage 
and sent to the Urgent Care area of the 
emergency department. Each patient was 
examined and treated by a Physician Asststant, 
PA-C. When reviewed, each medical record 
revealed that the patients had been evaluated, 
treated and discharged from the Urgent Care of 
the hospital prior to the time of supervision or 
monitoring by the emergency depai-bnent 
physician. The facility failed to ensure that direct 
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COMPLRED ,. 

PROVIDER'S PLAN OF CORRECTION 
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Immediate Action: 
The Chief Medical Officer notified the ED Medical 
Director that physician assistants shall no longer 
perform medical screening examinations (Attachn 
The ED Medical Director informed each ohvsiclao 
assistant by e-mail that they may no lonieiperfo~ 
individual medical screening examinations. 

Permanent Actions: 
The monitorinu described belowwill he issued to 
assure lhat UI; effectiveness ofthe corrective a d  
is m~intalned. The Chief Medical Officer will addfi 
deficiencies with the Medical director of the ED ai 
require immediate remediation. 

Monitoring: 
Qualitv lmorovement will review ten randomlv sell 
chan;weekly to assess documentation lhat medi 
screening examination was performed by a physi~ 
Deficiencies will be reported to the ED Collaborat 
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Continued From page 15' 
10. Patient #3 came to the emergency 
department of the hospital a! approximately 2040 
hours on 430107. Patient #3 stated that he was 
seeing aliens and devils. He was dropped off by 
his family. At triage the nurse documented the 
patient had s&idal ideations with a plan to drink 
bleach. The nurse tfiaged the patient as a 
categofy 3 (stable major illness) and left him in 
the lobby f h v e r  one hour before taking him 
back to the treatment area Patient #3 was 
evaluated by the emergency department 
physician at 0500 hours on 5/1/07, a delay 07 
almost 7 hours. No psychiatric treatment or . 
consultation was provided. Approximately 6 
hours later, at 1055 hours on 5/1/07, an 
evaluation by a mental health professional was 
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requested. The mental health evaluation was not 
cornoleted until four hours later at 1500 hours: 17 

NAME OF PROVIDER OR SUPPUER 

houk afler he presented to the ED. The menial 
health professional determined the Patient 
#26enied being suicidal at the time of the 
evaluation. Patient #3 was discharged home at 
2100 hours without receiving treatment The 
hospital thus failed to ensure that the provision of 
emergency services had been provided within 
timefrarnes consistent with acceptable safety for 
psychiatric patients. 

11. a Patients #66, 867, 868, #62, #63, X64, and 
865 were evaluated on 5/30 or 5/31/07 at triage 
and sent to the Urgent Care area of the 
emergency department Each patient was 
examined and treated bya Physician Assistant, 
PA-C. When reviewed, each medical record 
revealed that the patients had been evaluated, 
treated and discharged from the Urgent Care of 
the hospital prior to the time of supervision or 
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A BUILDING 
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monitoring by the emergency department 
physician. The faclity failed to ensure that direct 
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Committee and the Quality Council and Executive 
Committee, and when appropn'ale the Governing 
Once audits demonstrate consistency, monitoring 
be limited to ten charts monthly. 
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Continued From page 16 
supervision of a mid-level prachioner had been 
provided. The medical record for each Patient 
%ailed to demonstrate a timed entry by the 
emergency department physician. When 
interviewed on 5/31/07 at  approximately 1030 
hours, the PA-C readily admitted that a medical 
screening examination, provided by the PA-C wa! 
~ f l S ~ p e ~ - S e d .  When reviewed, there was no 
documentation in the rules and regulations, or 
medical staff by laws delineating such privileges 
for the PA-C. There was no documentation 
present in the PA-C privileging fomki to assess 
their qualifications and competence to'provide 
medical screening examinations in.the 
emergency department andfor to determine if an 
emergency medical condition existed. 

11. b. Additional review of medical records 
revealed Patients #5, #7, #9 and #I5 had their 
medical screening examination in the main 
emergency room treatment a r e a  The medical 
records showed the exams were performed by 
PA-Cs. There were no timed co-signatures of t h ~  
records by a supervising physician. 

12. The medical record for Patient #9 showed 
she presented to the ED at  approximately 1400 
hours on 4/30/07.complaining of having a glass , 

object "stuck' in her vagina She complained of 
moderate aching pain. The nurse documented a 
PA-C saw the patient in triage at  1540 hours, but 
there was no documentation by the PA-C about 
the determination if an emergent medical 
condition existed. There was no treatment 
ordered or provided for the patient's pain. There 
was no documented re-assessment of Patient #9, 
until approximately 6 and 112 hours later, when a 
nurse saw her. A gynecological examination of 
the patient was ordered by the P A 4  at 

PROVIDER'S PLANOF CORRECTION 
(EACH CORRECTNE ACilON SHOUU) BE 

CROSSREFEFENCEDTO THE APPROPRIATE 
DEFICIENCY) 

review of this oatient file reflects that the notes ol 
edical screenihg examination by a physician, as u 
a consultation by a gynecologist did occur in thir 

rse and were documented in thd medical record. I 
ere misfiled under an outpatient services tab. 
owever, because some delay in providing the 
:reening examination and consultation occurred, t 
llowing actions are proposed. 

mediate Actions: 
muitldisdplinary team of ED physicians and ED 
uses reviewed the current triage process. As a re 
'the review. the tiaging process was re-designed 
ovide for a limelier medical screenino exam and 
aatmenr This process includes the filowing: 

The triage nurse and registration clerk are co- 
locatedso that the triaging process and the 
registration process &an occur simultaneously. 

The physician will be available to the triaging a; 
to perform immediate medical screening 
examinations for patients who are identified as 
Level 3. Uoon com~letion of the medical . 
screening examinAion, based on the patient's 
clinical presentation, tesk and treatments 
(including pain management) will be ordered a 
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From page 16 
supervision of a mid-level practitioner had been 
provided. The medical record for each Patient 
*ailed to demonstrate a timed entry by the 
emergency deparlment physician. When 
interviewed on 5/31/07 at approximately 1030 
hours, the PA-C'readily admitted that a medical 
screening examination, provided by the PA-C was 
unsupervised. When reviewed, there was no 
documentation in the rules and regulations, or 
medical staff by laws delineating such privileges 
for the PA-C. There Was no documentation 
present in the PA-C privileging fomis to assess 
their qualifications and competence to provide 
medical screening examinations in,the 
emergency department and/or to determine if an 
emergency medical condiion existed. 

(X2) MULTI3.E CONSTRURION 
. ...,..-...- STATEMEhTOF DEFIClENClES 

AND PLAN OFCORRECTlON 

11. b. Additional review of medical records' 
revealed Patients #5. #7.#9 and #I5 had their 
medical screening examination in the main 
emergency room treatment area. The medical 
records showed the exams were petformed by 
PA-Cs. There were no timed co-signatures of the 
records by a supervising physician. 

(XI) PROVIDEWSUPPUWCLIA 
IDEMlFlCATION NUMBER: 

12. The medical record for Patient #9 showed 
she  presented to the ED at approximately 1400 
hours on 4/30/07 complaining of having a glass 
object "stuck" in her vagina She complained of 
moderate aching pain. The nurse documented a 
PA-C saw the patient in triage at 1540 hours, but 
there was no documentation by the PA-C about 
the determination if an emergent medical 
condiion existed. There was no treatment 
ordered or provided for the patient's pain. There 
was no documented re-assessment of Patient #9, 
until approximately 6 and 112 hours later, when a 
nurse saw her. A gynecological examination of 
the patient was ordered by the PA-C at 
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Patients who are identified as a Level 1 and 2 at 
the time of triage will be brought back to the 
emergency treatment area. At the time of arri I. 
the ED charge nurse vdlll notify the physician f 
the patient's arrival by placing the patienl's 
pseudo name on the whae board along with t 
patient's priority number. The physician vrill 
acknowledge the patient by initialing the white 
board and will perform the medical screening 
examination as soon as possible. I f  the palien 's 
condilion is critical, the RN will verbally notify he 
physician. I 

Permanent Action: 
The monitoring process set forth below will be use to 
assure the continued effectiveness of the wrrectiv 
actions. The ED Medical director will assure the 
correctlon of deficient practices which are disclose by 
Ihe monitoring. 1 
Monitoring: . PFS personnel will use the central log to trac 

and trend wall times from triage to medical 
screening examlnation and ED length of stay. 
Data will be presented lo  ED Collaborative 

times from trlage to medical screening 
examination and length of stay that exceed 

will evaluate it, create corrective actions as 
necessarv. and reoort it to the Quality Council 
and ~xec$ive  ohmi it tee and as appropriate 10 
the Governjng Body. . UR nurses will review ten randomly selected 
medical records weekly to track the time from 
triage to medical screening examination. Data 
from these daily reviews will be presented to t  l e  
ED Collaborative Committee and the process vill 
be re-evaluated as a result ofthis review. Dat 
will also be presented to the QPlC monthly, w lch 
will evaluate it, create corrective actions as 
necessary, acd report it to the Quality Council 
and Executive Cornmiltee and as appropriate, the 
Governing Body. Once audits demonstrate 
consistency, monitoring will be limited to Len 
charts monthly. 

Position ~esponsfblc: ED Medical Directdr I 
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A 406 &timed From page 17 
approximately 2100 hours. The nurse 
documented an exam was done by a physician 
but there was no documentation by a member of 
the medical staff of'the patienrs condition andlor 
treatment received. The patient was discharged 
a t  2230 hours. The discharge instructions were 
written by the PAC. 

13. Additional review of the medical record for 
Patient #29 identified she came to the E!3 with thc 
paramedics a t  approximately 1700 hours on 

. 4/28/07, after taking 10 Elavil pills 
(antidepressant) in a suicide attempt There was 
a onehour delay in the medical screening 
examination and any stabiliing treatment The 
patient was later adrnllted tothe hospital then 
transferred to a psychiatric hospital. 

A 407 489.24(13)(1-3) STABILIZING TREATMENT 

(1)Subject to the provisions of paragraph (d)(2) o 
this section, if any individual (whether or not 
eligible for Medicare benefits) comes to a h0sp.m 
and the hospital determines that the individual 
has an emergency medical condition, the hospita 
must provide either, within the capabnaies of the 

. staff and facilities available at the hospital, for 
further medical examination and treatment as 
required to stabilize the medical condition; or for 
transfer of the individual to another medical 
facility in accordance with paragraph (e) of this 
section. 

(2) Exception: Application to inpatients. 
(i) If a hospital has screened an individual under 
paragraph (a) of this section and found the 
individual to have an emergency medical 
condition, and admits that individual as an 
inpatient in good faith in order to stabilize the 
emergency medical condition, the hospital has 
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Patients who are identified as a Level 1 and 2 Lt 
the time of triage will be brought back to the - 
emergency trealment area. At the time of arriv. I, 
the ED charge nurse will notify the physician o 
the patient's arrival by placing the patient's 
pseudo name on the white board along with the 
patient's priority number. The physiciarl wiil 
acknowledge the patient by initialing the white 
board and wili perfoim the medical screening 
examination as soon as possible. If the patients 
condition is critical, the RN will verbally notify 1 i e  
physician. 

'emanent Action: 
h e  monitoring process set forth below will be used to 
s u r e  the continued effectiveness of the corrective 
ctions. The ED Medical director wili assure the 
orrection of deficient practices which are disclosed by 
he monitoring. I 
loniton'ng: 

PFS oersonnei wiii use the central 10s to tack I 
and &end wait times from lriaoe to medical I 

~~~ ~ ~"~ ~~ 

screening examination and ED lenglh of stay. 
Data will be presented to ED Collaborative 
Committee at their monthly meeting. Average J ait 
times from lriage to medical screening 
examination and lenglh of stay that exceed 
expectations will prompt triage process review; 
additional changes may be instituted. The data 

. will also be presented to the QPlC monthly, wh ch 
will evaluate it, create corrective actions as 
necessary, and report i t  to the Quality Council 
and Executive Commitlee and as appropriate tct 
the Governing Body. 
UR nurses wiil review ten randomly selected 
medical records weekly to track the time from 
triage to medical screening examination. Data 
from these daily ieviews will be presented to th? 
ED Collaborative Committee and the process w i l l  
be re-evaluated as a result of this review. Data 
will also be presented to the QPIC monthly, wh ch 
wiil evaluate it, create corrective actions as 
necessary, and report it to the Quality Council 
and Executive Commitlee and as aopropriate. Ule .. . 
Governing Body. Once audits demonstrate 
consistency, monitoring will be limited lo ten 
charts manthlv. ' 1  
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(ii) This section is not applicable to an inpatient 
who was admitted for elective (nonemergency) 
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A 407 

diagnosis or treatment. 
(iii) A hospital is required by the conditions of 
participation for hospitals under Part 482 of this. 
chapter to provide care to its inpatients in 
accordance w-h those conditions of participation. 

Continued From page 18 
satisfied its special responsibilities under this 
section,with respect to that individual 

(3) Refusal to consent to treatment 
A hospital meets the requirements of paragraph 
(d)(l)(i) of this section with respectto an 
individual if the hospital offers the individual the 
further medical examination and treatment 
described in that paragraph and informs the 
individual (or a person acting on the individual's 
behalf) of the risks and benefits to the individual 
of the examination and treatment, but the 
individual (or a person acting on the individual's 
behalf) does not consent to the.examination or 
treatment The medical record must contain a 
description, of the examination, treatment, or both 
if applicable, that was refused by or on behalf of 
the individual. The hospital must fake all 
reasonable steps to secure the individual's writter 
informed refusal (or that of the person acting on 
his or her behalf). The written document should 
indicate that the person has  been informed of the 
risks and benefits of the examination or 
treatment, or both. 

This STANDARD is not met as evidenced by: 
Based on medical record reviews, policy and 
procedure reviews; review of hospital 
documentation and staff interviews, the hospital 
failed to transfer two patients, wilh an emergency 
medical condition to another medical facility for 
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Continued From page 19 
stabking treatment (Patients #36 and #50). In 
addition, the  hospital failed to ensure prompt 
stabilizing treatment was provided for ten of 68 
sampled patients (Patients #2, #3, #5, #7, 
H, #26, #29, #36, #50, #69). 

Findings: 

B. WING 

On 5/31/07, the hosp.rtaI's EMTALA Compliance 
Policy and Procedure (P&P HA 31 6) defined an 
emergency medical condition as one manifesting 
itself by acute symptoms of such severityjn whicb 
the absence of immediate medical attention could 
be  expected to place the health of the individual ir 
serious jeopardy. The P&P identified emergency 
medical conditions included severe pain, 

U 

06107I2007 

psychiatric disturbances and and/or symptoms of 
substance abuse. It specified that a medical 
screening examination was a continuous process 
reflecting ongoing monitoring until the individual 
was stabiIized or appropriately transferred. It 
defined stabil i t ion of the patient a s  the point 
where there was a reasonable certainty that the 
patient's condition would not deteriorate 
medically. With respect to psychiatric patients it 
was defined as either the time when they no 
longer posed a danger to themselves or others or 
when it had been determined there was no 
underlying organic cause for the mental 
disturbance. Number 105 of the medical staff ' 

rules and regulations stated. "Any patient 
evaluated in the emergency room ... who is 
known or suspected to be  suicidal, othemise self 
injurious. or has taken a chemical overdose shall 
have psychiatric consultation." N u ~ b e r  69 of the 
medical staff rules and regulations stated that 
patients were lo be  seen within one hour for 
emergency consultations. The hospital staff failed 
to follow these patient care directives. 
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Immediate Actions: 
No longer have inpatienl psych. PHRT is responsib 
for condycting evaluations. lnilial assessment by E[l 
Medical Director and once medically cleared. PMR-' 
contacted. 

e 
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Patient #50 presented to the ED (emergency 
department) on 2/28/07 at 0950 hours, with a 
chief complaint of headache (comes and goes) 
with occasional nausea. At the time of triage, 
1003 hours, the patient described that he was 
experiencing severe pain, that scored nine out of 
10, on a scale of one to 10, with 10 belng the 

MULTIPLE CONSTRUCTION 

A BUILDING 

B. WING 

STATEMENTOF D ~ C I P I C I E S  
9ND PLAN OF CORRECTION 

SUMMARY STATEMENTOF omcmclss 
(EACH OElClENCY MUSTBE PRECEDED BY NU.' 

REGULATORY OR LSC 1 0 - ~ I N G  INH)~~MATION) 

most severe. The patient described thatthe pain 
was located at the back of his head and that it 

(XI) PROVIOEWSUPPLER~CilA 
IDENTIRCATION NUMBER 

050578 

NAMEOF PROVIDER OR SUPPLIER 

was relieved by vomiting. The patient was . 
assigned a triage acuity of three. Per hospital 
policy, an acuity of three indicated the patient had 
a major illness or injury, but was stable. 

STREET ADDRESS. CTTY. STATE, ZIP CODE 
1202l S WlWllNGTON AVE 

At 1250 hours, Patient #50 was taken to the. 
treatment area Nursing assessment at that time 
revealed " steady gait ' , pupil sizes of 33 and 31 
mm. A Glascow Coma Scale score of 15 was 
recorded (a standardized series of observations 
reflecting speech, pain, orientation and speech. 
A score of 15 is normal). 

Patient #50 was assessed by the emergency 
departhent physician, at which time "paraspinal 
tenderness" was noted, but no " Neuron changes 
or" Psych" abnormalit& recorded. A blood - 
count revealed 16.4 gms. of hemoglobin and a ' 
white count of 10,800 (upper normal range). 
Morphine 4 mg was administered in the 
emergency department, however, the results of 
the medication administration was not recorded. 
A CT head scan was ordered by the ED 
physician. 

At 1550 hours Patient #50 was taken to CT. The 
report revealed, "significant ventricular dilatation 
with periventricular changes consistent with 
subependymal edema. This may be related to a 

oRM CMSz56?(02-99) Pmvl~usVadonsObsolole Event IBTTEB1 

10 
mEFL% 
'TAG 

A 40i 

F 

PROVIDERS PLAN OFCORRECTION 
'(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-RFERENCED TO M E  APPROPRIATE 

tmedlate Actions: 
protocol has been established to require that all 
~tients with specific neurosurgical clinical conditic 
ceive timely transfer (Attachment). 

The emergency medicine attending (ED 
physician) at MLK-H will Identify patients requ 
neurosurgical intervention based on specific 
auidelines. 
?he ED physician or the Patient FIOW Manage 
wlll then contact the MAC operator, informing 
himlher of the patient needing transfer. 
MAC determines the acce~tinslrecelvin~ facili 
based on a rotallon schedule % maintains. - - - - -  

MAC will contact the Patient Flow Manager at 
receiving facility regarding the nocd for the 
transfer. 
The Patient Flore Manager at the receiving fa 
promptly contacts the neurosurgeon on cal an 
arranges the physician-to-physician contact. E 
physician at MLK-H speaks directiy with 
neurosurgeon at the receiving facility and 
provided a brief summary of the patient's findl 
Any dinical suggestions by the receiving 
neurosurgeon, which are within the capability 
Ihe hospital and the scope of practlce of the E 
physician, will be incorporated into the pre- 
transfer plan of care. 
The respective facility Patient Flow Managers 
shall work with MAC to coordinate the transfe 
ACLS transport. 
All a~~roDrlate and competed documents and 
irnadiio studies shall accomvanv the patient. 
If th;? k physician determines &at there is A 
imped:ment to the transfer helshe'shall conla, 
the Chief Medical Officer at the receiving facil 
to facilitate the transfer. 

he Interim Chief Medical Officer counseled the 
aurologist regarding lack of written note for 
msultation and documentation of ongoing 
ssessment. 

ennanent AcUon: 
lith respect to all patient transfers, regardless of 
atient diagnosis, a transfer log is maintained by 
ILK-H Patlent Flow Manager. A mullidisciplinary 
roup meets Monday through Friday to review all 
ansfen Ulat have taken place based on this log. ' 
?solve any issues identied from completed trans 

FQ) 
mmlEnON 

DATE 

6115107 

I 

1 

1 
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Continued From page 21 
heterogeneous mass near the region of the pinea 
wiVl caudal extension to a level near the proximal 
fourth ventricle." The scan revealed a brain 
tumor measuring approximately 2.5 cm. 
compressing the internal circulation of fluid in the 
brain resulting in internal swelling from dilatation 
of the ventricular system of the brain. An MRl 
image of the brain was recommended and 
completed. This confirmed the presence of a 
tumor mass In the region of the pineal gland. 
Moderate dilatation of the ventricular Spietn of 
the brain was noted. 

A handwritten note by the ED physician noted thal 
Neurosurgery was not available at the hospital, 
"will arrange MAC transfef. (The MAC is the 
medical alert center for Los Angeles County. This 
is the cenM clearing house for all Los Angeles 
County hospitals.) However, there was no written 
documentation that physician to physician contacl 
had been initiated. A clinical impression of 'Acute 
Obstructive Hydrocephalus" was recorded. A 
physician order for a neurosurgery consult was 
written at 1653 hours on 2/28/07. 

A "Neurology Consultation" handwritten by a 
Physician Assistant (PA-C) identified that the 
patient was seen for evaluation at 1720 hours. 
 he consultation revealed no neurological defects 
or alteration in mental status for Patient C50. The 
consult described symptoms of diiness. 
nausea, headache and vomiting. The 
consultation, provided by the PA-C, was then 
countersigned by the attending neurology 
physician at 1900 hours. No written note was 
provided by the neurology physician. The medical 
record failed to contain documented evidence.tha 
the neurologist had actually examined Patient 
#50. This finding was in violation of the Medical 

I -AOORESS, C m .  STATE ZIP W O E  

, . 12021 S WILMINGTON AVE 

ID 
PREFIX 

TAG 

A 40i 

F 

I LOS ANGELES, CA 90059 

I 
dpatients requiring transfers. Any neurosurgical 

iart of this process. 

PROVIDERS PLAN OF CORRECTION 
(EACH WRRECTLVE m O N  S H O U D  BE 

CROSS-REFEFSNCEDTO M E  APPROPRIATE 
DEFICIENCY) 

MLK-H has identified a medical administrative 
director in charge of patient flow. This Patient 
Flow Manager notifies Medical Administration 
whenever there are impedlments to transfenin a 
patient, including a neurosurgical patient, in a 
timely manner. The medical administrative sta 
will assure that there is high-level physician 
contact with potential receiving institutions In a 
effort to expedite transfer. I 

yxs) 
CDMPLEnON 

DATE 

donltoring: 
ihe Patient Flow ~anager  maintains a log of palie 
ransfers. Data regarding patient transfers is 
aggregated and presented to QPIC and to the 
:ouncil and Execufie Committee and then to the 
joverning Body where appropriate. 

The ED nurse manager counseled the RN who gav 
he morphine 4 mg, but did not document the result of 
he medicalion administration. f 
iD nurse manager educated all ED registered nurs s 
m the requirements to record the results of pain 
nedication administration. . I 
'emanent Actlons: 
The monitoring plan set forth below wiil be used to 
assure the continuing effectiveness of the correctiv 
actions. ED nurse manager will address deficiencie 
sith responsible personnel. 

Monitoring: 
Jtili ition Review nurses will randomly select ten 
:harts weeklv to assess for documentation of pain 
gssessment i n d  reassessment. The results of the 
mdit are reoorted to QPIC. Deficiencies will be I 
.=ported to ihe ED nurse manager for a corrective 
xction plan; then reported to tho Executive Comml 
and the Governing Body as appfoprhte. 

'or the ED ohvsiclans, the smart chart (a physician I 
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Continued From page 22 
Staff rules and regulations requiring a written 
note. The consultation request form revealed tha 
"Stat MAC transfer to a facility with neurosurgical 
senrice" was required. 

A written order for "MAC transfer to Neurosurgica 
facility was provided a t  1717 hours by the 
attending ED physician. There was, however, no 
written documentation that any physician had 
actually spoken with or discussed the emergent 
clinical situation of Patient #50 with aproposed 
receiving hospital to facilitate transfer for Patient 
#50. Documents contained in the medical record 
revealed that Patient #50 signed a transfer 
consent on 2/28/07. 

(XI) PROVIDEWSUPPUWCUA 
@ENTlflCAnON NUMBER 

050578 

At 0350 hours on March 1,2007, nursing notes 
revealed that Patient #50 was administered 
Dilaudid (narcotic pain medication) by IVP 
(intravenously push). There was no d~cumented 
evidence that a ED physician had examined or 
assessed the neurological status of Patient #50. 
A nursing reassessment performed at 0550 
hours revealed that a neurocheck had been 
performed and the headache pain of Patient #50 
had improved. 

Additional nursing assessments were performed 
at 0730,0900,1100,1300,1500, and 1830 hours. 

rxa M ~ L ~ P L E  CONSTRUCTION 

A BUILDING 

0. WING 

These nursing assessments documented no 
change in the status of Patient #50 These 
assessments indicated that Patient 850 was able 
to move all four extremities and remained alert. 
No physician assessments were documented. 

Patient #50 remained in the ED until 3/3/07. 
Review of the medical record revealed that the 
patient was assessed by nursing staff and 
continued to received Dilaudid and morphine to 

o DATE SURVEY 
COMPLmD 

C 
06/07/2007 

STREET ADDRESS. CTW, STATE, ZIP CODE 
12021 S WlLMlNGTON AVE 
WS ANGELES, CA 90059 

10 PROVIDER'S PLAN OF CORRECTION 0 
(EACH CORRECTIVE ACTION SHOULD BE COWLmON PREFD: 

CROSSREFERENCED TO THE APPROPRIATE TAG DATE - D m c m c n  
I 

A 407 mplemented to improve physician documenlatlon a 
o capture encounter limes. t 

h e  ED Medical Director informed ED physicians at 4 6/9/07 
meeting, and foilowed-up with a written 
all ED ohvsicians. that thev were I .. -~ -- . . - ~ ~  - . ~  ~~~ 

esponsible for assessing all active paiients and h atients wailing for transfer at the beginning of each 
hi l t  They were also informed of their responsibility I o 

bneet withoncoming physicians at the end of shift to I - .  - 
lomvide aoomoriale information as part o f  the Pass oh 

rocess. ~ h ~ i i c l a n s  were also reminded to dicume 
he patient's condition at change of shift and to e ocument that the patient's care was transfened to t  t e 

Ioncoming physician (Attachment). I 
!An outside consultant I orovided reinforcin~ educatidn 

. to all ED nursing leade&hip on the lmportzk? of I patient advocacy, particularly as it rclales to chain o 
command and nurse-to-physician communication. I 
he monitoring process set forth below will be used o 

Monitoring: 
Ten charts will be randomly reviewed each week to 
validate the presence of attendings and validate the 

the Physician Performance Improvement Committee 
which will review and create corrective action as 
necessary. This data will then be reported to Medi 
Executive Committee and to the Governing Body as 

Itmmedia!e Acvons: 
The lntenrn Chlef Medical Officer ordered all MU( 1 6/14/07 - - ~~ ~- ~~ 

Department Chiefs to discontinue the pndice of usi 
Physician Assistants for consullalions in the ED. All 
wnsullations will be performed by an attending 

The ED nune manager provided a letter instNcting 
IED RNs lhat Physician Assistants cannot provide 
consults (Attachment). 
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Continued From page 23 
control his headache pain. The nursing pain 
assessments included only a numerical score to 
identify the intensity of pain but failed to identify 
pain radiation, quality (ache, throbbing, sharp, 
dull, burning) and constancy as required by 
established hospital policy. The medical record 
failed to provide documented evidence that ED 
physicians provided on-going assessments and 
care. Except for the initial consult, the neurologist 
did not see the patient again. 

M E O F  PROVIDER OR SUPPUER I STREET ADDRESS. CITYCTP( STATE, ZIP CODE 

(X2) MULTIPLE CONSTRUCTlON 

A'BUILDING 

B. WING 

STATEMENTOF DEFICIENCIES 
&NO PIAN OF CORRECTION 

On 3/3/07 at 0725 hours, nursing documentation 
identified that Patient #50 complained of occipital 
headache pain. Intensity of pain was recorded as 
5/10. The patient was not given pain medication 
nor were non-medication interventions provided. 
Nursing documentation futther identified that no 
deficits were noted. However, the very next 

(Xl) PROViOEWSUPPUEWCUA 
IOEN~flCATION NUMBER: 

050578 . 

sentence stated c/o (complaint of) blurred vision 
when ambulating. The patient was not evaluated 
for the neurological symptom by a physician. 

At 1100 hour& Patient 850 complained of 
increased head pain. The patient identified the 
intensity of pain as being 9/10 (severe). The 
patient received Dilaudid 1 mg. IV for pain. 
Although a physician order was obtained for the 
pain medication, the patient's medical record 
failed to contain documented evidence that the 
ED physician evaluated the patient. 

At 1150 hours, the patient and his family indicate1 
that afler three days, they were tired of waiting fo~ 
transfer to another hospital. Patient #50 signed 
out AMA (against medical advise) to seek 
treatment elsewhere. The 'Leaving Hospital 
against Medical Advice" form was noted to be 
incomplete. In addition, the rnedical record failed 
to contain documented evidence that at the time 

I 
ID 

PREfm 
TAG 

- 
A 40 

PROVIDERS PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE . 

CROSS-R-ENCED TO THE APPROPRIATE 
OERCIENCy) 
-- 

~sultations (Attachment). 

rmanent AcUons: 
? monitoring process described below will be used 
Issure the cdntinuino effectiveness of these 
redlve actions. ~ h e i h a i r  of the relevant consuitin 
rartment wili address with responsible personnel 
iciencies. 

nltoring: 
the next 30 davs. Mondav throuuh Fridav. UR Rh 
review ten randomly selected open medkal 

ords in the ED to validate that consults were 
formed by a physician and that there is a consul ti^ 
rsician's note and that the consultation was timely 
! Chair of the relevant department will be notilied I 
:repanoies for immediatecorrective action. 

nediate Actions: 
! ED nurse manager provided education to all ED 
s on discharge assessments and documentation. 
! ED Medical Director provided education to ED 
s on the elopement and AMA policy, which includ~ 
requirement to document the patient's level of 
acitv and the discussion with the oatient reoardin1 
ris& and benefits of staying In thk h a s p ~ a c ~ h e  ' 

lcatlon addressed that patients should be provide1 
I instructions on follow.up care (Attachment). 

manent Actions: 
! monitoring process described belovi will be used 
issure the continuing effectiveness of these 
reclive actions. The ED nurse manager, or the ED 
jicai director as appropriate, wili address 
ciencies wlih responsible personnel. 

nitorina: 
Ten &domly selected charts wili be reviewed 

, each week to validate completion of discharge 
asscssrnents by MDs and RNs. Deficiencies will 
be discussed with appropriate supervisor and 
results will be reDOrted to QPIC. which will revie! 
and create conoctive action 3s necessary. This 
data lhen be reported to the Quality Council and 
Executive Committee and to tho Governing Bod) 

if mntlnuatlon sheet Page 24 of 32 
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Continued From page 24 
of discharge, the patient had been assessed by a 
physician or had received discharge instructions. 

On 6/1/07 and 6/5/07 discussions with hospital 
staff regarding the care of Patient #50 and qualii 
assurance, identified that the medical care 
received by Patient #50 was deemed to be 
appropriate. The hospital was requested to 
provide any and all documentati~n related to the 
patient's care as well as any qualityof care 
reviews. 

- 

yxr) PROV~DEW~UPPUEWCUA 
IDENnFICATlON NUMZER 

A case review summary for Patient #50 was 
received at 1340 hours on 6/5/07. The case 
review confirmed a failure of the ED physicians to 
document assessments of Patient #SO for three 
days. Further review of the summary identified 
that there was a system wide pl5n to provide 
neurosurgical services and to streamline the 
transfer process of patients between hospitals. 
Patient #50 was a pending transfer to a higher 
level of care on 3/3/07 prior to leaving the hospital 
against medical advice. As of 6f7107, the plan had 
not been implemented. 

I 

2. Patient #69 presented to the emergency 
department on 3/8/07 at 2242 hours, with a chief 
complaint of stomach pain for the past two 
weeks. The nurse documented that the pain was 
in all four quadrants and radiated in to the 
patient's back It was documented that the patient 
nad multiple episodes of nausea and vomiting 
today. The patient identified her pain as being 
severe with a score of 10 out of 10. The patient 
identified that the pain she was experiencing was 
:onstant and that nothing provided relief. The 
~ a i n  was further described as aching arid burning 
rrith a pressure sensation. Nursing 
3ocumentation revealed that the patient was 

w) ~ ~ T I P L E  CONSTRUCTION 

A BUILDING 

050578 

I 1ZJZl S WILMINOTON AVE 
LOS ANGELES. CA 90059 

(X3) DATE SURVEY 
COMPLmD 

* c. 

ID PROVIDERS PLAN OF CORRECTION 
EACH CORRECTNEACnON SHOULD BE 

TAG CROSSREFERENCEDTOTHEAPPROPRIATE 

0610712007 
NAMEOF PROVIDER OR SUPPLIER SFEEf ADDRESS, CTTY. STATE. ZJP CODE 

Which will review and create corrective action 
necessary. This data will then be reported to 
Quality Council and Executive Committee ant 
the Governing Body as appropriate. 

For the next two months or until stable QI nurs 
will review ten randomly selected closed med 
records of ED patients who left AMP. to verify 
documentation conforms to the policy. 
Deficiencies will be reported to the ED 
Collaborati~e Committee, which will create 
corrective action as necessary. This data will 
reported to the Performance Improvement 
Committee and to the Executive Committee a 
Governing Body as appropriate. 

A 407 

mmodiate Actions: 
4 multidisciplinary team of ED physicians and ED 
iurses reviewed the current triage process. As a - 
esult of that review, the triage policy was revised st 
:hat the triage registered nurse notifies medical 
xovider if the patient Is experiencing pain greater 
han 7/10 and follows physicians order to initiate pa 

edlcatlon for pain relief regardless of triage acuity 
evel. 

. oncmcv) 
a c m e  
Monthly, the HIM director or designee will rep< 
data on the number of patients 'Left Before S 

he ED nurse manger provided in-senrice on the 
triage policy #I 14. 

to the ED Collaborative Committee and QPIC 

e ED nurse manager provided education to all EC 
Ns on the requirement to notify physicians of all 
atient waiting to be seen that are experlencing pair 
hich requires intenrentions based on the pain 
olicy. F 

Ixs) 
C0-N 

DATE 

=ORM CMS2567(02.99) Pmvim Versions Obsolcto Event ID:m11 FacUty io: CAO%WXWS If continuation sheet Page 25 of32 
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moaning and had facial grimacing. Vital signs 
were recorded as Temperature 102.8 degrees, 
heart rate 97, respirations 24 and blood pressure 
was 133159. No treatment was provided to 
alleviate pain or reduce the patient's fever at the 
time of triage. The patient was assigned a triage 
category of 3. Category or Level 3 patients are 
described as having a stable major injury or 
illness. 

Two hours later, at 0040 hours, Patient #69's vtal 
signs were reassessed. The patient had a 
temperature of 102.4 degrees, heart rate 102, 
respirations 20 and b l~od  pressure was recorded 
3s 118162. The patient continued to expetjence 
severe abdominal pain. No treatments were 
orovided in the triage area. 

' 

NAME OF PROVIDER OR SUPPLIER 

pr) PROVIOEW~UPPUEWCUA 
IDENnFlCATlON NUMBER: 

050578 

4t 01 10 hours, the patient was transferred to the 
treatment area The patient continued to have 
severe pain, rec0rded.a~ 7/10. The patient 
received Tylenol 650 mg. and was placed on 
~xygen by mask. At 0220 hours, the patient was 
jescribed to have decreased pain. At 0400 hours, 
iursing documentation revealed that the patient 
lad no orders for care and was waiting for the 
~hysician assistant. This was approximately 
hree hours after she was taken to the treatment 
3rea of the ED. 

'atient #69 was not evaluated by a physician until 
1530 hours The patient was described as having 

MUL~PLE CONSTRU~ON 

A BUILDING 

6. WING 

3 fever and was in moderate to severe distress. 
me patient continued to experience severe pain 
md nausea. The patient experienced severe pain 
hroughout her ED stay. 

(x3) DAESURMY 
C O W L E T D  

C 
06/0712007 

4t 0950 hours, 1 I hours'after presenting to the 
:D, the patient was transferred to surgery 

Event ID:TIEBI 
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Permanent Actions: 
l3e  monitorinu process described below will be u 
to assure the continuing effect:veness of these 
corrective actions. The ED nurse manager, will 
address deficiencies with responsible personnel. 

Monitoring: 
The ED nurse manaqer or desiunee will review te 
:andomiv selected &arts eachieek to assess Ei 
>atlent rbr appropn'ateness of pain intervention b; 
3n pain score. Deficiencies will be addressed by I 
5D nurse manager. Data from the weekly reviews 
l e  presented tothe QPIC rnonthlv, which will 
:valuate it, create corrective actions as necessar 
and reponlt to the Quality Council and Execulivo 
:ommiltee and as appropriate, the Governing Bo 

Positions Responsible: . 
ED Nurse Manager 

. . 
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Continued From page 26 
services to undergo an eiploratoly laparotomy. 

3. The medical recod for Patient #26 
documented the teenager presented.to the 
emergency department (ED) at 2355 hours on 
2hUO7 with right abdominal pain. He was triage[ 
by the nurse and determined to have pain of 10 
on a 1-10 scale (1 0110). His oxygen saturation 
level was ?OD%, his pulse 95 respirations were 1E 
and his blood pressure was 113/69. At 0040 
hours the nurse documented the patient was 
complaining of difficulty breathing. The nurse 
documented he had wheezing in his lungs, his 
respiratory rate was 22, blood pressure was 
135/70, oxygen saturation was 97% and that he 
was anxious and restless. There was no 
documentation about why he was left in the lobby 
of the ED. No pain medication or other pain 
relieving intenrentions were provided. There was 
no reassessment of the patient until he was 
taken to a treatment area five hours later. At 
0530 hours on 2/13/07 his pain was 8/10. At 
0645 hours laboratory tests and pain medication 
were ordered for Patient #26. The pain 
medication was administered at 0840 hours; 
approximately 8 and 112 hours after he presented 
to the ED. The laboratory test results were not 
available until 2100 hours. This was 
approximately 14  hours aiter they were ordered 
and 19 hours after Patient *26 came to the ED. 
There was no documented'evidence the nursing 
or medical staff were following-up to ensure the 
laboratory test results were obtained. During 
interviews on 6/1/07 medical staff stated this 
patient "feu through the cracks." 

4. a. The medical record for pediatric Patient #36 
showed she presented to the emergency 
department at 1030 hours on 3/20/07 for 
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pain 2 TI10 and follows physicians ode: to 
initiate pain medication for paln relief. 
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DATE 

I of all oatients waitins to be seen thatare I 

Immediate Actions 
A multidisciplina~y team of ED physicians and ED 
nurses reviewed the current triage process. As a 
result ofthe review, the triage policy was revised 
so that the triaue resistered nurse notifies 

(Attachment 0). . The ED nurse manager provided in-service on the 
revised triage policy#ll4. (Attached 0) . The ED nurse manger provided education to a! 
ED RNs on the requirement to notify physicians 

I experiencing pain w k h  requires interventions 
baed on the pain policy. (A8achment NBB) I 

- - 

6118107 

6/18/07 

611 9/07 
7/5/07 

I Permanentpctlons: 
The monitoring process described below will be used I 
to assure the wnlinulng effectiveness of these 
corrective actions. The ED nurse manager, will 
address deficiencies w:th responsible personnel. I 

I corrective actions & necessary. and report it to the I 

. . .- . . . .-. ...a. 
The ED nurse manager or designee will review ten 
randomly selected chah  each week to assess ED 
patlenls for appropriateness of pain intervention baser 
on paln score. Deficiencies will be addressed by the 
ED Nurse Manager. Dab from the weekly revievn vril 
be presented lo ED Collaborative Commiltee and will 
also be presented to the Performance Improvement 
Committee monthly, which will evaluale it create 

I Executive Committee and as appropriate, the 
Governing Body. I 

. 

Positions Responsible: 
Chief Nursing ORicer 
ED Nurse Manager 

- 
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vomiting, lethargy, cough and congestion. She 
had a historv of a ventriculo~eritoneal shunt for 

W) MUITIPLE CONSTWCTION 

A BUILOING 

STATEMENT OF DfflCIENCiES 
AND PIAN OF CORRECTION 

NAME OF PROVIDER OR SUPPUEFI 

6. WING 

hydrocephdus and began th feel bad after avisit 
to the dentist. Documentation shows the 
presence of a shunt malformation and/or infection 
was being  led out A neurology consult was 
ordered. At 1230 the physician's assistant (PA) 
saw the patient to perform the neurology 
consultation. There was no documented 
evidence a neurologist saw the patient; however, 
the PA documented the recommended plan, in 
consultation with the neurologist, would be 
evaluation and management by a neurosurgeon 
on an urgent basis to assess the functioning of 
the shunt. Since neurosurgeons were not 
available at the hospital the PA recommended 
transfer to another hospital. The child was in the 
emergency department until 2200 hours but there 
was no documented evidence a neurosurgeon 
was contacted or that efforts were made to 
transfer the.patient to.a hospital with this service 
available. The patient was discharged to the 
mother's care. 

(Xl) PROVIDEWsUPPUEWCUA 
IDENllFlCAllON NUMBER 

u 
06/07/2007 

4. b. At 1215 hours on 3/20/07 radiological tests 
of Patient #36's shunt was ordered. 
Documentation shows the patient went to x-ray at 
1325 hours but the tests were not performed 
because the radiology department did not know 
what to do. At 1415 hours the patient was again 
sent to the radiology department for the tests. 
The test results were not available for diagnosis 
andlortreatment until 1700 hours; 6 and 112 
hours after Patient #36 presented to the ED. 

5. The medical record for Patient #5 documented 
he presented to the ED at 1139 hours on 5/11/07 
with left flank pain. He was not seen by a triage 
nurse until three hours later to determine the 
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mediate Actions 
protocol has been established to require that all 
3tients with specific neurosurgical clinical condiiions 
ceive timely.transfer, (AUacfient) 
9 The emernencv medicine attendinu (ED 

ph&5anjat ~k-H will identify p ~ t i k t s  
requiring neurosurgical intervention based c 
spedfic guidelines. 

3 The ED physician or the Patient Flow Mana! 
will then contact the MAC operator, informin 
h.&er of the oatient needins transfer. 

9 MAC detemin'es the acceoliriolreceivina fa< . ... .- ~ - - ~ ~ .  
based on a rotatlon schedule maintairis. 

3 MAC will contact the Patient Flow Manager 
the receiving regarding the need forthe . . 
transfer. 

9 The Patient FIOW ~anaseiat  the receiving 
facilitv oromotlv contar% the neumsumein , - -  - ,  
&il and arranges the physician-to physician 
contact ED physician at MU(-H speaks 
directiy with neurosurgeon at the receiving 
facilihiand provided a brief summary of the 

3 hy clinicalsu~gestions by the receiving 
newmumean. which are within the caoabili ~- ~ ~ 

of the hospital and the scope of practice of 1 
ED physician, will be incorporated into the F 
tansf& plan of care. 

3 The respective facility Patient Flow Manage 
shall worlc with MAC to coordinate the trans 
via ACLS transpor!. 

3 AII appropriate and completed documents a 
imaging studies shall accompany the patien 

3 If the EO physician determinesthat there is 
ANY impediment to the transfer helshe sha 
contact the Chief Medical Ofiicer at the 
receiving facility to facilitate the transfer. 

9 MU(-H has identified a medical adminislrati 
Director in charge of patient flow. Thii Pati' 
Flow Manager notifies the medical 
administrative Director whenever there are 
'unoediments to Itansfenins a patient. inclur 
1 ~~umsurnlcal oatient. ina timelv manner. - . - - - - - - 

The medical administilive ~ m c i o r w i ~ ~  ass 
that there is high-level physician contact wll 
~otential receiving institutions in an effort to 
expedite transfer. 

Ca) 
COb#mEMN 

DATE 

I 

I 
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Continued From page 2? 
vomiting, lethargy, cough and congestion. She 
had a history of a ventriculoperitoneal shunt for 
hydrocephalus and began to feel bad after a visit 
to the dentist Dpcumentation shows the 
presence of a shunt malformation andlor infectior 
was being ruled ou t  A neurology consult was 
ordered. At 1230 thqphysician's assistant (PA) 
saw the patient to perform the neurology 
consultati?p: There was no documented 
evidence a neurologist saw the patient; however, 
the PA documented the recommended plan, in 
consultation with the neurologist, would be 
evaluation and management by a neurosurgeon 
on an urgent basis to assess the functioning of 
the shunt Since neurosurgeons were not 
a d a b l e  at the hospital the PA recommended 
tmnsferto another hospital. The child was in the 
emergency department until 2200 hours but there 
was no documented evidence a neurosurgeon 
was contacted or that efforts were made to 
transfer the.patient t0.a hospital with this s e ~ c e  
available. The patient was discharged to the 
mother's care. 

4. b. At 1215 hours on 3/20/07 radiological tests 
of Patient #36's shunt was ordered. 
Documentation shows the patient went to x-ray at 
1325 hours but the tests were not performed 
because the radiology department did not know 
what to do. At 1415 hours the patient was again 
sent to the radiology department for the tests. 
The test results were not available for diagnosis 
andlor treaiinent until 1700 hours; 6 and 112 
hours after Patient #36 presented to the ED. 

0 MULTIPLE CONSTRUCnON 

A BUILDING 

R WING 

5. The medical record for Patient #5 documented 
he presented to the ED at  1139 hours on 5/11/07 
with left flank pain. He was not seen by a triage 

ga) OATE SURVEY 
WMPLmD 

C 
0610712007 

nurse until three hours later to determine the 

ID PROVIDERS PLAN OFCORRECTION 
PREFIX (EACH CORRECTWE ACTIONSHOUU) BE 

TAG CROSREFERENCEDTOTHEAPPROPRIATE 
o m n m  

A 4 0 7  
' 

The Interim Chief Medical Officer notified all pediatri 
and pediatric urgent a r e  physicians that they must 
follow the 'Neurosursiui Patients at MU-Harbor 

I Hosoitai' transfer oricess for anv oediatric oatient I 

I &nthg in the ~edi?@c ~ r ~ e i t ~ a r e w i t h  a potent 
neurosurgical emergency. 

through Friday to revlew all transfers that have taken 

transferwill be reviewed as part of this process. 
Monitoring: - 
The Patient Flow Manager maintains a log of patient 
transfers. Data regarding patienttransfen is 
and presented to Performance Improvement 
and to the Executive Committee and then to the 
Governing Body where appropriate. 

of a minimum of 10 patients, or, if fewer. 100% of 

~~~ 

to the ~edicine*~erformanca Improvement Committee, as 
appropriate, and to the Physician Performance 
Improvement Committee for corrective adions if . 
necessary. As appropriate adion? will be reported to he 
Executive Committee and Governing Body. 
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Continued From page 28 
severity of his symptoms. At 1448 hours, the 
triage nurse documented his pain was 8MO. At 
1730 hours the nurse documented the first full 
assessment of the patient The patient was 
evaluated by a physician's assistant There was 
no documented evidence a physician saw Patient 
#5. Pain medication was not administered to 
Patient #5 until 2100 hours, 9 and 1l2 hours after 
he presented to the ER. No further treatment 
was provided to Patient 85 and it was 
documented that he  eloped from the ED at 0000 
hours on 5/12/07. 

(Xl) PROWOEWSUPPUWCW 
IOENTIFICATlON NUMBER . 

050578 

6. The medical record for Patient #7 showed she  
presented to the ED at  2045 hours on 5/11/07for 
"spotting" during her pregnancy. She stated she  
was 2 months pregnant At 2140 hours she  was 
triaged and a pregnancy test was documented as 
positive. When the patient was called to the 
treatment area 2 hours later, she  had left without 
being seen to determine if an emergency 
condition existed. She returned to the ED at  
1306 hours on 5/14/07 with a complaint of vaginal 
bleeding for three days. S h e  had 8/10 painwhen 
triaged by the nurse a t  1315. There was no 
documented evidence the ED nurse evaluated 
how'much the patient was bleeding. She was not 
taken to the treatment area until four hours later 
at 1730 hours. No pain medication/inte~ention 
was giGen. Her medical screening exam was 
conducted by a physician's assistant. She 
passed the products of conception while having 
an ultrasound done and was discharged by a 
physician at 2235 hours after having had a 
miscarriage. 

7. Patient #2 came to the ED of the hospital on 
4M0107 a t  approximately 1207 hours. When 
triaged at 1250 hours she  identified she  had 

(XZ) MULTIPLE CONSTRUCTION 

A BI~LDING 

B. WING 
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rnrnediate Acttons: 

result of the that review, the triage policy was 
revised so that the triage registered nurse notifi 

2 7/10 and follows physicians order to iniiiale pai 
medication for pain relief (Attachment P). 

The ED nurse manager provided in-sewice on the 
revised triase oolicv#114. (Attachment Dl 611 8/07 - .  . 

B The ED nurse manger education to all E 
RNs on the requirement to notify 
patients waiting to be seen that are 
bain which re&ires interventions based on the I . . 
oain ooiicv lkachment N). I 

B The ED NU& Manager education to the 
ED staff regarding the requirement of I 6/8/07 
administering pain medication in a limely fashion n 
amrdance with policy (Attachment W. I 

Permanent Action: 
The monitoring described below will be used to assu 
lhe continuing effectiveness of these corrective action 

I 
T 

Monitoring: 

reassessment based on triage level and their 
scores adjusted accordingly, and pain inlewentio 
based on pain score. Deficiencleswili be 
addressed by the ED Nurse Manager. Data fro 
the weekly reviews will be presented to ED 
Collaborative. Data will also be presented tothe 
QPiC monihly, which will evaluate if Create 
corrective actions as 
Qualily Council and Executive Committee and a 
appropriate, the Governing Body. 

Positions Responsible: . 
Chief Nursing Officer 
ED Nurse Manager 

ily lb:CA06WW035 If continuAtion sheet Page 29 of 32 
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Continued From page 29 
sharp pain of 10 on a 1-10 scale. No pain 
intervention were initiated in the triage a r e a  The 
patient was taken to thetreatment areafnre hours 
later a t  1815 and received pain medication one 
hour later. Approximately 20 hours after she  
presented ta the ED, at 0830 hours on 5/1/07, a 
general surgery consultation was provided to 
evaluate the acute abdominal pain for Patient *2. 
The closed medical record for Patient #Z revealed 
"Dr.'at bedside. However, review of the record 

JAJG OFPROVIDER OR SUPPLIER 

revealed that the general surgery consultation 
had been provided by a Physician Assistant 

( X I )  PROVIOERISUPPUEWC1U\ . 
IOEMlFlCATION NUMBER: 

(PA-C). There was no documentation to reveal 
that provision of emergency consultations by a 
PA-C was approved and consistent with the rules 
and regulations, the medical staff bylaws of the 
hospital, and the credentiialng process of a 
mid-level practitioner. The patient was admitted 
to the hospital and had surgery for an exploratory 
laparotomy ventral hernia repair. 

p) MmMOLTlPLECONSTRUmON 

A BUlLDlNG 

8. Patient #3 came to the emergency department 
of the hospital at approximately 2040 hours on 
4/30/07. Patient #3 stated that he was seeing 
aliens and devils. He was dropped off by his 
family. At triage the nurse documented the 
patient had suicidal ideations with a plan to drink 
bleach. . The nurse triaged the patient as a 
category 3 (stable major illness) and left him in 
the lobby for over one hour before taking him 
back to the treatment area: Patient #3 was 
evaluated by the emergency department 
physician a t  0500 hours on 5/1/07, adelay of 
Amos? 7 hours. No psychiatric treatment or 
consultation was provided. Approximately 6 
hours later, at 1055 hours on 5/1/07, an 
evaluation by a mental health professional was 
requested. The mental health evaluation was not 
completed until four hours later a t  1500 hours; 17 
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ousuon to 

physicians of all patientswalting to be seen 
that are experiencing paln, which requires 
htervention based on the pain poficy.~h~s 
information must be  documents in the patient's 
medial record (Attachment H). 
A multidisdpUnary team of ED physicians and 
ED nurses reviewed the iurrent triage process. 
As a-result Of that review, the triaglng process 
was redesigned to provide for amore Umeiy 
medical screening examination. Thls process 
includes the followina: 

0 The triageiurse and regisbation 
derk are co-located s o  that the . triaglng Process and the registrauon 
process can ormr simultaneously. 

o A physician will be availabletr, the 
triaging area to perform immediate 
medical screening examinations for 
Patients who are identified as a Level 
3. U b ~ n  completion of the medical 
SCI'eening examination. based on the 
patient's clinical presentation, tesfs 
and trealments Cmcluding paln 
management) will be ordered and 
carried ou t  

o Patients who are identified a s  a 
Level 1 and 2 a t  the time of triage 
will be brought back to the 
emergency treetment area. At the 
time of anival, the ED charge nurse 
will nol i i the  physician ofthe 
pallent's anival by piacing thq, 
patient's pseudo name on the white 
board along with the patlent's priority 
number. The physician will 
acknowledge the'palient by initialing 
the white board and will perlorn the 
medical screening examination a s  
soon a s  possible. If a patient's 
condillon is critical the RN will 
verbally notiW the physician 

o The Chief Medical ofkernotified the 
ED Medical Diredor that physician 
assistanls shall no longer perform 
medical screaning examinations 
[Atlchment 6). 

o The ED ~ e d k a l  Directorinfoned 
each physician assistant, by email. 
that they may no lonser v e d o n  

(4 
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DATE 
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3107 

'107 
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Continued From page 29 
sharp pain of 10 on a 1-10 scale. No pain 
intenrention were initiated in the triage a r ea  The 
patient was taken to the treatment area fwe hours 
later at  1815 and r e c e ~ e d  pain medication one 
hour later. Approximately 20 hours after she 
 resented tathe ED, at  0830 hours on 5/1/07, a 

(XI) PROVlDEWSUPPUaVCUA 
IDENnflCATION NUMBER 

general surgery consultation was provided to 
evaluate the acute abdominal pain for Patient #2 
The closed medical record for Patient 82 revealed 
"Dr,'at bedside. However, review of the record 
revealed that the general surgery consultation 
had been orovided bv a Phvsician Assistant ---- 
(PA-C). There was i o  docbnentation to reveal 
that provision of emergency consultations by a 
PA-C was approved and consistent with the rules 
and regulations, the medical staff bylaws of the 
hospital, and the credentialing process of a 
mid-level pracfioner. The patient was admitted 
to the hospital and had surgery for an exploratory 
laparotomy ventral hernia repair. .. 
8. Patient #3 came to the emergency departmenl 
of the hospital at  approximately 2040 hours on 
4/30/07. Patient #3 stated that he  was seeing 
aliens and devils. He was dropped off by his 
family. At triage the nurse documented the 
patient had suicidal ideations with a plah to drink 
breach. The nurse triaged the patient as a 
category 3 (stable major illness) and left him in 
the lobby for over one hour before taking him 
back to the treatment area: Patient #3 was 
evaluated by the emergency department 
physician at  0500 hours on 5/1/07. a delay of 
almost 7 hours. No psychiatric treatment or 
consultation was provided. Approximately 6 
hours later, at 1055 hours on 5/1/07, an 
evaluation by a mental health professional was 
requested. The mental health evaluation was not 
completed until four hours later at 1500 hours; 17 

- PE~JIDER'S PLAN OF CORRECTION 
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e monitorlnn processes descnied below wiU be 
of these cotredive 

I onitoring: 
! en randomly selected medical records will be 
I eviewed.daily to tra& the time from triage to 
a edical screening examination. Data from these 

ally review will be presented lo the ED 
~llaborative Practice Committee and the p r o w  

! ill be wevaluated a s  a result of thls review. Data 
ill also be presented lo the Performance 

: I  provement Commllee monthly, which will 
valuate i t  develop urnedions actions a s  
ecessary, and report it to the Executive Committee 
nd a s  appropriate lo the Governing body. Once 
e Executive Committee concludes that the 
ocess is stable. the daily record review will 
ncert lo a monthiy review. I .  . '  

PosiUon Responsible: 
E3 Medical Direcotor 
E 3  Nurse Manager 
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hours after h e  presented to the ED. The mental 
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health pmfessibnal determined the Patient 
e6enied being suicidal at the time of the 
evaluation. Patient was discharged home a t  
2100 hours without receiving freatment The 
hospital thus failed to ensure that the pmvision of 
emergency services had been provided within 
timeframes consistent with acceptable safety for 
psychiatric Batientients. 

MULTIPLE CONSTRUCTION 

A BVlUllNG 

B. WING 

9. The medical record for Patient #9 showed she 
presented to the ED at approximately 1400 hours 
on 4/30/07 complaining of having a glass object 
"stuck' in her vagina She complained of 

W) DATE SORMY 
COMPLmD 

C 
oSfO7120O7 

moderate aching pain. The nuke  documented a 
PA-C saw the patient in triage at 1540 hours, but 
there was no documentation by the PA-C about 
the determination if an emergent medical 
condiiion existed. There was  no treatment 
ordered or pmvided for the patient's pain. There 
was no documented re-assessment of Patient #9, 
until approximately 6 and 112 hours later, when a 
nurse saw her. A gynecological examination of 
the patient was ordered by the PA-C a t  
approximately 21 00 hours. The nurse 
documented an exam was done by a physician 
but there was no documentation by a member of 
the medical staff of the oatienfs condition andlor ~ ~ ~ - ~ ~ ~ ~ - ~ ~  

treatment received. The patient was discharged 
at 2230 hours. The discharge instructions were 
written by the PAC. 

10. Additional review of the medical record for 
Pat ientg9 identified she  came to the ED with the 
paramedics at approximately 1700 hours on 
4/28/07, after taking 10 Elavil pills 
(antidepressant) in a suicide attempt. There was 
a one-hour delay in the medical screening 
examination and any stabilizing treatment The 
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Afurther review of the chat 6 i D s e d  thal 
both an ED pftysiian exam and a . 
mnsuIWion with a GYN ware 
doarmented; howeve?. they were mimed 
in the wmng sedionof the chart 

t e d i i  Actioa . 
A multidiiriary team of ED physidans 
and ED nurses h e w e d  the current triage 
p m e s .  As a reSutt ofthat review, the 
biage policy was revised so  fhat the  age 
registered nurse nothies medical provider 
If the patient is experiencing painzlhan 
7110 andloflows physicians orderto 
mifiats pain medication for pain relief 
regardless oftriage acuity level. The ED 
Nurse Manager pmvided in-service on the 
revised friase'bolicy M14. - .  . ~~~. 
The ED Nurse Manager provided 
educaUon to afl ED RNs on the 
requirement to n o w  Dhvskians of an 
pafients waiting lo &seen that are 

, experiencing pain. which requires 
infewenlions based on the pain policy. 

lanent Action- 
* The moniforing process described below 

wi3 be used to assure the continuing 
effediveness ofthese wrredive adions. 
The ED Nurse ManagerwU address 
defidencies with responsible personnel. 

tdring: .- The ED Nurse Manager or designee will 
review ten randomly seleded charts each 
week to assess ED patients for 
appropriateness of pain inlemnfion based 
on pain score. Deficiencies wa be 
addressed by the ED Nurqe Manager. 
Data fro the wemy reviews wiU be 
presented to the ED ColiaboraUve 
Committee. Data wiU also be presented to 
the WIC monthb, which will evaluate if. 
create wrrecfive adions a s  necessary and 
repod it to Quality Council and Exemlive 
Committee, and as  appropriate to 
Governing Body. Once audhs 
demonstrate consistency. monitoring wiU 
be limited to ten ch& monthly. 
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9. The medical record for Patient #9 showed she 
presented to the ED at approximately 1400 hours 
on 4130107 complaining of having a glass object 
"stuck' in her vagina. She complained of 
moderate aching pain. The nurse documented a 
PA-C saw the patient in triage at  I540 hours, but 
there was no documentation by the PA-C about 
the determination if an emergent medical 
condition existed. There was no treafinent 
ordered or provided forthe patient's pain. There 
was no documented re-assessment of Patient 89, 
until approximately 6 and 112 hours later. when a 
nurse saw her. A gynecological examination of 
the patient was ordered by the PA-C at 
approximately 2100 hours. The nurse 
documented an exam was done by a physician 
butthere was no documentation by a member of 
the medical staff of the patient's condiion.andlor 
treatment received. The patient was discharged 
at 2230 hours. The discharge instructions were 
written by the PAC. :., 

(X3) DATE S u m  
COMPLmD 

1 STREET ADDRESS. C W  STATE. ZIP CODE 

A 407 

10. Additional review of the medical record for 
Patient #29 identified she came to the ED with the 
paramedics at  approximately 1700 hours on 
4/28/07, after taking 10 Elavii pills 
(antidepressant) in asuicide attempt. There was 
a one-hour delay in pe medical screening 
exarriination and any stabilizing treatment The 

M CMSZSSI(02-99) PreviousVonionsObraI~tn . E v e n t l O : ~  

Continued Frpm page 30 
hours after he  presented to the ED. The mental 
heilth professional determined the Patient 
#26enied being suicidal at the time of the 
evaluation. Patient #3 was discharged home at 
2100 hours without receiving treatment The 
hospital thus failed to ensure that the provision of 
emergency services had been provided within 
timeframes consistent with acceptable safety for 
psychiatric patients. 
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hours after he presented to the ED. The mental 
health professional determined the Patient 
#26enied being suicidal at the time of the 
evaluation. Patient #3 was discharged home at  
2100 hours without receiving treatment. The 
hospital thus failed to ensure that the provision of 
emergency services had been provided within 
timeframes consistent with acceptable safety for 
psychiatric patients. 

NAME OF PROVIDER OR SUPPUER I SFREETADORESS. CTTY. STATE. ZiP CODE 

w) MULTPLE CONSTRUCnON 
A BUILDING 

B. WING 

TATEMEKFOF O ~ C I & C I E S  
W PLAN OF WRREmON 

SU:WAR( STATEENr OF DEFICIENCIES 
(EACH OEFICIENCY MUST BE PRECEDED BY FULL 

REGULATOR( OR LSC IOENflFYlNG INFORMATION) 

9. The medical record for Patient #9 showed she 
presented to the ED at approximately 1400 hours 
on 4/30/07 complaining of having a glass object 
"stuck' in her vagina She complained of 
moderate aching pain. The nurse documented a 
PA-C saw the patient in triage at 1540 hours, but 
there was no documentation by the PA-C about 
the determination if an emergent medical 
condition existed. There was no treatment 
ordered or provided for the patienl's pain. There 

(XI) PROVlOERlSUPPUEWCUA 
lDMnflCA7lON NUMBER 

050518 

was no documented reassessment of Patient #9, 
until approximately 6 and 112 hours later, when a 
nurse saw her. A gynecological examination of 
the patient was ordered by the PA-C at 
approximately 21 00 hours. The nurse 
documented an exam was done by a physician 
but there was no documentation by a member of 
the medical staff of the patient's condition andlor 
treatment received. The patient was discharged 
at 2230 hours. The discharge instructions were 
written by the PAC. stS 

10. Additional review of the medical record for 
Patient 829 identified she came tothe ED with t h ~  
paramedics at approximately 1700 hours on 
4/28/07, after taking 10 Elavil pills 
(antidepressant) in a suicide attempt There was 
a one-hour delay in the medical screening 
exaniination and any stabiliing treatment The 

A muitidiidplinary team of EDphysicians and 1. 
ED nurses reviewed the hrrent triage pmcsss., 
As a%sultof that M e w .  the tiiaglng process I 

was re-designed to provide for amore timely i 
medical screening examination. 7711s process \ 
indudes the foilowina: 

o The triage nurse and regislrati~n 
derk are cc-located so that the 
triaging process and the registration 
pm-s can ocarrs'mulfaneous~y. 

o A physician will be available lo the 
triaging area to perform immediate 
medical screening examinations for 
patients who are Identified as a Level 
3. Upon Cornpietion of the medical 
screening examination. based on the 
patient's clinical presentation, tests 
and h-eahents (including pain 
management) will be ordered and 
carried out. 

0 Patients who are identified as a 
Level 1 and 2 at the Lime of triage 
will be brought back l o  Ule 
emergency treatment area.Atthe . 
time of arrival. the ED chame nurse 
will notify the physician of the 
Patient's arrival by placing ffie 
Patient's pseudo name on the iirhlie 
board along with the patient's prlority 
number. The ~hvslclan will 

RM 

! 

cw.zs67(02.99) Pmvlous Vnrsioffi ObSMs . EvontlD:'ITEL)11 . . . 

. . 

- a:-: .---- acknowledgehe patlent by initialing 
the white board and will perfom the 
medical screeningexamination as 
soon as possible. If a patients 
condition ii critical the RN wN 
verbally notify the physician. 

o The Chief Medical officer notified the 
ED Medical Diredor that physician 
asslstantr;. shali no longer petform 
medical screening examinations 
(Atfchrnent 6). 

o The ED Medical Diredor informed 
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trend data from ariivaito triage and anival to mec 
screening exam' Time of arrival to time of dlscha 

tracked eleclronically through the ARinlty S y s t ~  
orall patients and trendedweeklu. The informati P 

STREET ADDRESS, CIPI. STATE, ZIP CODE 
12021 S WlLMlNGTON AVE . 
LOS ANGLES, CA 90059 
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patient was later admitted to the hospital then 
transferred to a psychiatric hospital. 

oes to the Emerllency Departmeit Collaborative 
omrnittw for evalustlon. The reports will go to t k e ED Commiltee and tho QualitvlPerfomanr~ 
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Provcmcnt Complltee (QPIC). which will report 
the ExccutiveCommittm or  Quality Council 
pectively, and then to the Gmcmlng Body. E. 
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Permanent Action: 
The monitoring processes described below will be 

used to assure the effectiveness nf these wnedivl 

Won Responsible: 

Nune Manager 

]bdions. 

ns, 
X ) M P M O N  

OATE 

-. 

?M CMS-2561(O2-99) P~~viousVorslonsObso~le Event lD:m((ll 

I - 
FadtiiyID: CAOSWW035 if continuatiofl shed 


